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Abstract 
The overall aim of this research was to explore the support needs and 
experiences of children of parents with mental health needs (COPMHN) and 
their families, in order to inform future support. This research involved two 
linked phases, both employing qualitative methods. In phase 1 I aimed to 
explore participants’ and facilitators’ experiences of the ‘Kidstime’ intervention 
for families where a parent has a mental illness (Our Time Foundation, 2019). 
This phase focused on the aims and impact of the intervention and the school-
linked nature of the referral process. Semi-structured interviews were 
undertaken with children, parents and facilitators involved in the Kidstime 
intervention. 
In phase 2 I explored the support available in schools for COPMHN. Focus 
groups were carried out with secondary school children who had experienced 
parental mental health needs to explore their perceptions of support. Interviews 
with special educational needs coordinators (SENCos) working in primary 
schools were also undertaken to gain their views on the needs of COPMHN and 
the availability of support. 
Interviews were analysed in accordance with Braun and Clarke’s (2006) stages 
of thematic analysis. The findings highlight the success of the Kidstime 
intervention in fulfilling the aims set out by the Our Time Foundation (2019). 
Findings suggest that the intervention has a positive impact on the families in 
attendance in the following ways: improved communication and understanding 
in relation to mental illness, improved social relationships and reduced isolation, 
reduced stigma, a positive impact on mental health and a positive impact on 
family relationships. 
This research highlights schools as well-placed to identify and support children 
experiencing parental mental health needs, but also recognises barriers to 
support and the need for increased involvement from other specialist services. 
This research also considers the role of the educational psychologist (EP) in 
relation to the growing responsibilities of school staff to promote and support 
the mental health of vulnerable children in educational settings. 
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Chapter 1: Introduction 
 
1.1 Contextual Relevance  
1.1.1 Increased focus on mental health 
In recent years, there has been increasing interest in the promotion of mental 
health and wellbeing, due to its implications for health and functioning at an 
individual and societal level (Stewart-Brown & Shrader-McMillan, 2011). Due to 
an increased awareness and acceptance of mental health difficulties, the scale 
of the unmet need is becoming clearer (Baker, Farmer & Winstanley, 2017).  
The UK government have prompted an increased focus on mental health, with 
recent publications including ‘Public Mental Health’ (Public Health England, 
2018) and ‘Mental Health and Behaviour in Schools’ (Department for Education 
(DfE), 2018) highlighting the need for more effective identification of, and 
support for, those experiencing poor mental health. However, within such 
publications there is often a lack of reference to preventative intervention for 
those known to be at risk of developing mental health needs. One of these ‘at 
risk’ groups is children experiencing parental mental illness (Reupert, Maybery 
& Kowalenko, 2012).  
Research indicates that 10 to 15% of children in the United Kingdom live with a 
parent who has a mental illness (Henshaw, Adshead & Bende, 2011). This 
figure only includes parents with diagnosed mental illnesses and therefore the 
number of children affected is likely to be much higher. Research suggests that 
around 29% (50,000 children) of young carers care for someone with a mental 
health problem (Dearden & Becker, 2004).  
Many children of parents with mental health needs (COPMHN) are able to 
function well and achieve in life, if their parents receive the right support at the 
right time (Hogg, 2013). However, there is a recognition that a parent’s mental 
illness can adversely affect their children in a variety of ways, most notably, 
there is a tendency for an intergenerational persistence of mental health 
difficulties (Johnston, Schurer & Shields, 2013). COPMHN are at an increased 
risk of developing a range of physical, emotional, behavioural and psychological 
problems themselves (Felitti et al., 1998; Reupert, Maybery & Kowalenko, 2012; 
Sachs-Ericsson, Sheffler, Stanley, Piazza & Preacher, 2017). Poorer life 
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outcomes and an adversely affected developmental trajectory are major 
concerns highlighted in the literature (Henshaw et al., 2011; Nicholson, Nason, 
Calabresi & Yando 1999; Oates, 1997; Reupert et al., 2012). Parental mental 
illness can also impact on educational opportunities, especially when children 
are also young carers (Falkov et al., 2016).  
Given the prevalence of parental mental health needs and the potential impact 
of this on children, identification and support is important, in order to mediate 
some of the aforementioned difficulties and negative outcomes.  
 
1.1.2 Support for children of parents with mental health needs 
Despite the prevalence of parental mental health needs and the vast literature 
on the potential impact of this for children (Reupert & Maybery, 2016), there is 
little research exploring the support available for COPMHN. Often these 
children are not in contact with children’s mental health services as there are 
thresholds to be met, and hence access to such services relies on the child 
already having difficulties of their own (Cooklin, 2010). Support offered by such 
services is therefore reactive, rather than preventative. For those children that 
do reach a threshold for mental health support services, around 70% have not 
had appropriate intervention at an early age (The Children’s Society, 2008a).  
In adult mental health services, there is often a lack of consideration of the 
impact of a patient’s mental illness on their ability to parent, and hence family 
sensitive support is not offered (Maybery & Reupert, 2009; The Children’s 
Society, 2008a). Maybery and Reupert (2009) highlight a lack of family and 
child-friendly policies and procedures in some adult mental health services, as 
well as a lack of knowledge and skills in relation to children and parenting.  
Research suggests that school-based mental health interventions have the 
highest likelihood of reaching vulnerable children and highlights school staff as 
well-placed to educate and offer support to vulnerable children and families 
(Kern et al., 2017; Sanders, Jackson & Thomas, 1996). However, there has 
been a paucity of research investigating the capacity of school-based staff to 
support COPMHN and their families (Bibou-Nakou, 2004). The little published 
research available suggests that there is a lack of recognition by school staff of 
the familial environment of children, and where children are identified as 
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vulnerable, staff are uncertain of how to address the situation (Bruland et al., 
2017).  
 
1.1.3 The Kidstime intervention 
The Kidstime intervention was developed by a group of professionals led by 
Family Psychiatrist Dr. Cooklin to provide an explanation-based, whole-family 
intervention aimed at developing children’s resilience to parental mental illness 
(Our Time Foundation, 2017). There are now around 15 Kidstime workshops 
running in the UK, predominantly in London, with a few more established 
internationally. These groups run once a month, and are facilitated by a wide 
range of professionals, most often from health services. Vulnerable families are 
often identified and referred to these groups via mental health and social care 
support services.  
The Kidstime intervention is for families where the parent has a mental illness 
and their family. The Kidstime intervention aims to: support children to better 
understand mental illness; promotes resilience and supports families to tackle 
concerns or challenges. The workshops aim to support families to better 
recognise and understand their own needs and the impact of these on other 
family members (Our Time Foundation, 2019). 
There are a wide range of mental health needs evident in Kidstime sessions, 
though there is not a criteria or threshold for these needs that parents must 
meet. It is however a necessary requirement that parents openly recognise and 
acknowledge that their mental health needs are adversely affecting their 
relationship with their child or are having an impact on their child’s development.  
The workshops generally begin with a short period of ‘settling in’ as families 
arrive, and drinks and refreshments are provided. There is then a ‘warm up’ 
game, to promote enjoyment and relaxation. This is followed by the ‘seminar’ 
section of the workshop, where there is explanation or discussion around a 
particular theme relating to mental illness. Often themes to be discussed arise 
from previous discussion, guided by the facilitators. Adults and children then 
split into separate groups. In the individual groups, attendees will often share 
stories about family life and discuss current situations/difficulties, often in 
relation to the seminar theme. There is often an opportunity in this section to 
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take part in creative activities, allowing both adults and children to express their 
thoughts and feelings in various ways. The groups then come back together to 
feedback about their discussion and activities and share pizza together. The 
workshops then finish with a game to signify the end of the session and 
promote positive feelings for families before leaving the workshop.  
 
1.1.3.1 Kidstime in Southbridge 
Kidstime workshops in the local authority of Southbridge operate a unique 
school-linked referral system, rather than health and social care-linked referrals 
and facilitation as in all other Kidstime workshops. Kidstime workshops in 
Southbridge run fortnightly and take place in a centrally-located building, with 
attendees travelling to the site from surrounding schools.  
Facilitators of the Southbridge workshops include the following professionals; A 
teacher, a psychotherapist, an educational psychologist, a family support 
worker and a learning mentor. All of these professionals are employed by the 
multi-agency support team in Southbridge. Lead facilitators in Southbridge have 
received training from The Our Time Foundation. The multi-agency team is 
funded based on buy-in from primary schools, with certain professionals 
seconded from the local authority. Schools that subscribe to the multi-agency 
service are able to access the Kidstime intervention for children in their schools.  
In Southbridge, children are identified by school staff as experiencing some kind 
of negative impact, that is thought to be related to their parent’s mental health 
needs. Support for these children is then requested from the multi-agency 
support team in Southbridge. This team consists of educational psychologists, 
psychotherapists, systemic family therapists, counsellors, family support 
workers and learning mentors. The team also has links to health via a clinical 
psychologist who is present at panel meetings. At the multi-agency support 
panel, requests for support are discussed and it may then be deemed 
appropriate to make a referral to Kidstime. These referrals are then followed up 
by a member of the team to assess the suitability of the families for Kidstime 
workshops.  
The Our Time Foundation also promotes the ‘Who cares?’ programme, a 
school-based psychoeducation package designed to raise awareness in 
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relation to parental mental illness; reduce stigma and create a supportive 
environment for children whose parents experience mental illness (Our Time 
Foundation, 2019). This programme is currently established in one secondary 
school in Southbridge.   
A small-scale piece of research has been carried out on the Kidstime 
intervention to explore the value of the workshops as perceived by the families 
involved (Wolpert, Hoffman, Martin, Fagin & Cooklin, 2015). This was based on 
a health-based referral model, whereby referrals come from health and social 
care services, and where workshops are led by health care professionals. This 
piece of qualitative research was analysed using thematic analysis to build a 
picture of the benefits and limitations of the intervention from the perspectives of 
the attendees. From this, five key themes emerged; initial engagement, sharing 
with others, learning about mental health, opportunity for fun and impact on 
family relationships. This research begins to build a picture of the value of 
Kidstime as experienced by those receiving the intervention.  
It is important to recognise that this piece of research was carried out by 
professionals involved in the initial development of the Kidstime programme. It 
is therefore important to consider researcher bias and acknowledge that those 
conducting the research may have had a vested interest in reflecting the most 
positive aspects of the intervention. This research sought to investigate the 
benefits and limitations of the Kidstime intervention, rather than explore in-depth 
the mechanisms by which the intervention benefits participants. This research 
did not take in to account the views of the facilitators involved, who may have 
valuable insight in to the benefits for some of the attendees that the attendees 
themselves may not yet be able to recognise or verbalise. In discussion of their 
findings, the researchers themselves recognised the need for a more rigorous 
evaluation of the Kidstime workshops. It is also important to consider that 
Kidstime workshops operating a health-based referral model will often miss 
vulnerable children as a result of themselves or their parents not currently being 
known to mental health or social care services.  
The nature of mental illness itself can often prevent people from seeking help 
(Bruland, Lenz & Wahl, 2017). Those who are able to access Kidstime are 
arguably the more resilient and aware parents who have been able to overcome 
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both physical and psychological barriers to seek help and attend the 
workshops. It is therefore important to consider what support is available for 
those children whose parents are currently unable to access such interventions.  
1.2 Personal Relevance 
In my current role as a trainee educational psychologist, I have been involved in 
supporting COPMHN. In my experience, when there are mental health needs 
within the family, there is an added layer of complexity in planning appropriate 
support. I have supported the Kidstime intervention in Southbridge for over a 
year, supporting parents with mental illnesses and their children. I have noticed 
that when children first come to Kidstime, there is sometimes confusion and a 
lack of understanding around mental illness, despite its seemingly 
overwhelming presence in their everyday lives. I reflect on the impact of this on 
a child’s development, recognising that sometimes these children intermittently 
experience the loss of their parent as someone to depend on, and to rely on for 
emotional containment. I was therefore interested in exploring the support 
available for this vulnerable group in both community and school-based 
contexts.  
1.3  Professional relevance – The role of the educational psychologist  
Educational psychologists (EPs) can play an important role in promoting 
positive mental health in schools, as well as empowering schools to respond to 
arising needs and vulnerable groups (DfE, 2010; Kinderman, 2017). Cane and 
Oland (2015) discuss the importance of EP involvement for both targeted and 
universal interventions including supporting staff in relation to mental health 
understanding and awareness, supporting staff to involve parents and 
supporting schools to overcome practical constraints. Psychologists have a 
wide range of skills allowing them to work with other services at an early 
intervention level. These skills include; recognising when children may be 
vulnerable, being aware of thinking biases in problem-solving and decision-
making, applying their knowledge and training in mental health and applying 
their knowledge of interventions promoting resilience (Rouf, 2014).   
EPs support vulnerable groups of children on a regular basis, both directly and 
through those in the child’s immediate and extended systems (Ashton & 
Roberts, 2006). COPMHN are considered to be one of these vulnerable groups 
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(Felitti et al., 1998), hence the views of these children, their families and other 
professionals involved are relevant to inform EP practice. 
The government response to the green paper ‘Transforming Children and 
Young People’s Mental Health Provision’ highlights next steps in supporting the 
mental health of children and young people (Department of Health and Social 
Care & DfE, 2018). This document focuses predominantly on reactive 
approaches to mental health, with EPs mentioned rarely, despite their 
necessary presence in each and every school. I would suggest that EPs are 
well placed to support intervention at a preventative level for groups known to 
be at risk.  
1.4  Thesis overview and structure 
This study comprises of two related phases focusing on the support needs of 
COPMHN. The overall aim of this research is to explore the needs and 
experiences of COPMHN, their families and supporting professionals in relation 
to the support they have found to be effective and why. This is with a view to 
better understanding the support needs of this vulnerable group in order to 
inform future support in educational settings.  
In the following sections of the thesis I will present relevant literature 
highlighting the significance of research in relation to support for COPMHN.  
Details of the methodology and methods employed in each phase are then 
provided. This is followed by the analysis, findings and discussion for each 
phase. A general discussion is then provided, in order to recognise the 
significance of the findings and their relevance to the profession of educational 
psychology and the wider context. Strengths and limitations of the research and 
future research directions will also be discussed.  
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Chapter 2: Literature review 
This review is an exploration and evaluation of the literature regarding the 
impact of parental mental health needs on the children in these families and the 
support available to them. This review highlights a gap in the literature in 
relation to the mechanisms by which particular interventions such as ‘Kidstime’ 
have an impact, the nature of this impact and the way in which this population 
might best be supported within school-based contexts.  
 
2.1 Literature searches  
To assist in my review of the literature I used search engines within the Web of 
Science, Education Resource Information Centre, The British Education Index 
and Google Scholar. Searches conducted using the above databases covered 
a broad range of research within various fields including: education, 
psychology, psychiatry, mental health nursing and social work. Examples of 
journals reviewed as a result of my searches of the literature included: Clinical 
Child Psychology and Psychiatry, PsycINFO, Journal of Psychosocial Nursing, 
Educational Psychology in Practice, Research on Social Work Practice. 
The search terms entered included variations of the following: parental mental 
health impact, children of parents with mental illness (COPMI), families where a 
parent has a mental illness (FaPMI), Kidstime, parental mental health 
intervention and support in schools, young carers’ mental health. Searches 
were initially restricted to research published in the last 5 years, with some 
searches being extended to 10 years if a lack of published research was 
apparent. Within these papers, cited research papers of interest were also 
reviewed. 
It is relevant to note that a great deal of the research in the area of parental 
mental illness and its impact is conducted in the field of psychiatry and 
psychology, whereby parents have diagnosed mental disorders. It is therefore 
important to consider the wider impact that parental mental health may have 
outside of clinical research parameters, where mental health needs may not 
reach a threshold for diagnosis and where needs may go undetected and 
unsupported. 
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Throughout this review, there is research relating to children of parents with a 
mental illness (COPMI) and children of parents with mental health needs 
(COPMHN). In the literature, it is difficult to distinguish the differential impact of 
mental health needs and mental illness, due to the varied nature of mental 
illness and its diagnosis. However, for the purposes of the current review, it is 
recognised that parental mental health needs and diagnosed mental illnesses 
may overlap, and that they both impact children in a similar way, albeit to 
differing degrees. It is acknowledged that the impact itself can be dependent on 
a number of risk and protective factors for both the parents and the children 
(World Health Organisation (WHO), 2014). For the purposes of this review, the 
terms ‘mental health needs’ and ‘mental illness’ will both be used to reflect the 
participant groups in the research discussed. ‘Children of parents with mental 
health needs (COPMHN)’ has been used to refer to children living with a parent 
that is part of either of these overlapping groups. 
 
2.2 Definition and models of mental health  
Mental health is defined as “a state of well-being in which an individual realises 
his or her own potential, can cope with the normal stresses of life, can work 
productively and fruitfully, and is able to make a contribution to her or his 
community” (WHO, 2001, p.1). Mental health is commonly recognised on a 
spectrum, from healthy to unwell (Centre for Mental Health, 2017). A number of 
models have been developed that attempt to conceptualise the development of 
mental health needs.  
 
2.2.1 The Biopsychosocial Model 
The Biopsychosocial Model proposed by Engel (1977) provides a framework for 
understanding the development of mental health and illness. This model 
proposes that mental health is based on a combination of biological, social and 
psychological factors (Engel, 1977). The Biopsychosocial Model offers a more 
holistic approach to health and illness in comparison to the traditional, 
biomedical view that attributes mental health disorders and illness to biological 
origins. However, the Biopsychosocial Model does not clarify the nature of the 
interrelationships between aspects of the model (Kinderman, 2005), with little 
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clarification of how psychological processes such as thoughts and feelings drive 
behaviour (Kinderman, Schwannauer, Pontin & Tai, 2013).   
 
2.2.2 The Mediating Psychological Processes Model 
The Mediating Psychological Processes Model (Kinderman, 2005) suggests an 
update to the Biopsychosocial Model (Engel, 1977), specifying that biological 
and physical abnormalities, social factors and circumstantial factors contribute 
to mental health due to their effect on psychological processes (Kinderman 
Sellwood & Tai, 2008).  This model is applicable to understanding the 
intergenerational persistence of mental health difficulties (Johnston et al., 
2013), in that the disrupted psychological processes of a parent with a mental 
illness might impact on the experiences and psychological processes of their 
children. Kinderman et al., (2008) discuss the idea that support services for 
mental health would be better placed within a ‘social’, rather than a ‘medical’ 
framework. Such support would take in to account the wider context on which 
mental health is based, recognising risk and protective factors and allocating 
support more holistically.  
 
2.3 Impact of mental health needs on parenting 
The majority of parents or carers with mental health needs can provide sensitive 
and consistent care for their children, if their own needs are well managed 
(Hogg, 2013). However, all forms of mental disorder in parents increase the risk 
of ‘damaging’ parenting behaviours, and abuse and neglect of their children 
(Felitti et al., 1998; Royal College of Psychiatrists, 2004; Stewart-Brown & 
Schrader-McMillan, 2011). 
Mental illness can: compromise a parent’s ability to care for their children, affect 
the way in which parents interact with their children and it can affect the amount 
of time spent with their children (Bronte-Tinkew, Moore, Matthews & Carrano, 
2007; Oyserman, Bybee, Mowbray & Hart-Johnson, 2005; Pape & Collins, 
2011; Rutter & Quinton, 1984). Some mental health needs may blunt emotions 
or result in inappropriate or harmful behaviour from the parent towards their 
child (Royal College of Psychiatrists, 2004).  In rare cases of severe mental 
illness, parents may have delusions relating to their children, resulting in 
  
 20 
unusual and sometimes threatening behaviour towards their children (Cleaver 
Unell & Aldgate, 2011). The general home environment can also be more 
negative for COPMHN in relation to family cohesiveness, expressiveness and 
conflict (Van Loon, Van de Ven, Van Doesum, Witteman & Hosman, 2014).  
Brockington et al., (2013) posit the possible mechanisms by which the effects of 
mental health on parenting affect the children in the family. These include: 
parental preoccupation and emotional unavailability caused by symptoms of 
their illness and excessive, prolonged, and inappropriate anger directed at the 
child. Other ‘damaging’ behaviours include: impulsivity and extreme mood 
swings. Parental mental health problems can lead to parents that can be 
insensitive to their child’s needs, unresponsive to their child’s cues and who are 
more critical of their children (Cleaver et al., 2011). Research recognises that 
early relationship formation and attachment patterns are pathways negatively 
affected by parental mental health needs (Apter, Bobin, Genet, Gratier & 
Devouche, 2017; Cichetti, Rogosch & Toth, 1998; Hippwell, Goossens, 
Melhuish & Kumar, 2000; Toth, Rogosch, Sturge-Apple & Cichetti, 2009).  
 
2.3.1 Attachment Theory 
Attachment refers to the bond between care-giver and child which forms based 
on their interactions and experiences and affects the child’s emotional and 
cognitive development (Bowlby, 1969). Secure attachments are based on 
sensitive and consistent responding to a child’s needs. A secure attachment is 
associated with positive effects on emotional development and allows the child 
to develop a positive and healthy understanding of how to negotiate future 
relationships (Bowlby, 1969; 1988). Unpredictable, inconsistent or insensitive 
responding to a child needs signifies a lack of attunement between parent and 
child, which can result in an insecure attachment. This can have a negative 
impact on the emotional and cognitive development of the child and their ability 
to engage positively in future relationships and in other aspects of their lives 
(Bowlby 1969; 1988).  
Given the aforementioned potential impact of mental illnesses on parenting, it is 
important to consider the impact that this may have on attachment. With 
parental depression and borderline personality disorders, research supports an 
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increased likelihood of a disrupted attachment to the child (Grace, Evindar & 
Stewart, 2003; Lyons-Ruth & Jacobvitz, 1999). However, it is important to bear 
in mind that some COPMHN may have developed attachments to other family 
members or adults, which may mediate some of the negative effects of an 
insecure attachment relationship with a parent with mental illness (Rutter, 
1987). 
 
2.4 Impact of parental mental health needs on children 
When children experience environmental adversity or are inadequately 
stimulated early in life, this can have negative effects on a child’s development 
and mental health, which can be enduring (Kahn, 2016). There are a number of 
negative impacts and outcomes for COPMHN outlined in the literature (Viganò 
et al., 2017). Household mental illness is recognised as an ‘adverse childhood 
experience’ (ACE) (Felitti et al., 1998). The ACEs study found a strong 
relationship between the breadth of exposure to ACEs and numerous risk 
factors for the leading causes of adult death (Felitti et al., 1998). ACEs are 
strongly linked to long-term negative effects on physical and mental health and 
wellbeing throughout one’s lifetime (Sachs-Ericsson et al., 2017).   
COPMI are at an increased risk of developing emotional, behavioural or 
psychological problems themselves (Reupert, Maybery & Kowalenko, 2012). 
When children are receiving treatment for their own mental health needs, 
research shows that around 80% of their parents have a mental illness 
(Naughton, Maybery & Goodyear, 2018). Parental mental illness is one of the 
strongest predictors of the development of psychopathology based on various 
genetic and environmental risk factors for children living in these families 
(Reupert et al., 2012). These children are more likely to present with an 
increased frequency of externalising and disruptive behaviours as well as 
anxiety and mood disorders (Keshavan et al., 2009; Pape & Collins, 2011). 
Anxiety disorders in parents have been associated with emotional and conduct 
problems, social phobia and separation anxiety, agoraphobia and obsessive-
compulsive disorder in their children (Biederman et al., 2006; O’Connor, Heron, 
Golding & Glover, 2003). Children of depressed parents are three times more 
likely than children of non-depressed parents to develop depression, anxiety 
and substance dependence in adulthood (Weissman et al., 2006). Newman and 
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Stevenson (2005) also note increased impulsivity, an inability to name and 
modulate emotions and internalised negative self-attributions for COPMI.  
Cooklin (2010) discusses some of the responses of children as a result of 
parental mental illness, these include: becoming dictatorial or bullying, self-
blame and taking undue responsibility for problems in the family or for the 
illness itself, confusion around how to interpret their parent’s behaviour, 
increased compliance in response to unpredictable environments, withdrawal 
and isolation, low self-esteem, depression, dissociation, violent and destructive 
behaviour and copying of parent’s symptoms/behaviours. Murphy, Peters, 
Wilkes and Jackson (2016) conducted research with adults who had 
experienced parental mental illness in childhood, to examine the long-term 
effects of growing up in these circumstances. Participants reported feeling 
unsure of their own emotions, a loss of personal identity and an unclear sense 
of reality. These participants reported having felt that their own emotions were 
insignificant in relation to the emotional needs of their parents, leading to a lack 
of emotional awareness and emotional literacy. This research reinforces the 
importance of early intervention and family interventions that increase emotional 
literacy and promote resilience.  
Further research suggests that 70% of COPMHN experience one or more of the 
following educational and social consequences: loss of education through poor 
attendance and emotional distraction, lower academic achievement, social 
isolation due to stigma and poor peer relationships (Cleaver et al., 2011; 
Henshaw et al., 2011; Nicholson et al., 1999; Oates, 1997; Royal College of 
Psychiatrists, 2012). Parental mental illness can also have a significant negative 
impact on a child’s level of education, future household income and likelihood of 
a criminal conviction (Johnston et al., 2013). It is important to note that mental 
ill-health is a common feature of families living in adversity (Falkov et al., 2016), 
however these impacts were still apparent after controlling for socioeconomic 
factors and other aspects of health, with the authors highlighting a causal 
relationship.  
The impact of parental mental health needs is also evident in relation to children 
entering care. Child social workers estimate that 50 to 90% of parents on their 
caseload have mental health problems or substance misuse issues (Office of 
the Deputy Prime Minister, 2004). In an analysis of serious case reviews, it was 
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found that parental mental health problems featured in 53% of cases 
(Sidebotham et al., 2016). Family conflicts, violence and negative life events are 
also associated with mental illness (Hosman, van Doesum & van Santvoort,  
2009) and hence safeguarding is an important factor to consider in relation to 
support for COPMHN.  
Another consequence of parental mental illness is that the children in these 
families may also become young carers (Bilsborrow, 2004). Caring 
responsibilities can significantly impact on a pupil’s learning in the following 
ways: they may experience learning difficulties or miss school (Dearden & 
Becker, 2004), they are more likely to have lower educational attainment at 
GCSE level and are more likely than the national average to not be in 
education, employment or training (NEET) between 16 and 19 years old (The 
Children’s Society, 2013). However, Cooklin (2010) highlights a danger of 
defining COPMHN as young carers without an acceptance of the additional 
impact of parental mental illness, stating that a young carer label alone “may 
provide a cloak of acceptability for allowing quite intolerable demands to be 
made on them” (p. 141). For young carers of parents with mental illness, caring 
needs may exceed emotional and cognitive maturity (Aldridge, 2006), 
highlighting the need for additional support to process and understand difficult 
experiences and associated feelings. Young carers of parents with mental 
health needs may have more significant needs than other young carers, due to 
the number of additional adverse experiences they are often exposed to and 
hence should be prioritised for interventions to build resilience and protect 
against adverse effects (Hayes & Spratt, 2009).  
Mental illness can be erratic and unpredictable, which can be confusing, 
stressful and traumatic for the children in the family, particularly if they have 
caring responsibilities (The Children’s Society, 2008b). Parents often recognise 
that children are more likely to develop mental illness because of their own 
illness. However, both parents and children report fear of interventions from 
professionals, predicting negative outcomes and a lack of consultation about 
their needs (The Children’s Society, 2008a). Parents can also be concerned 
about accessing support services, due to the belief that they could be at risk of 
having their children removed from their care (Darlington & Feeney, 2009; Gray, 
Robinson & Seddon, 2008; Nicholson & Biebel, 2002). A lack of identification 
  
 24 
and understanding of the needs of COPMHN and their families may lead to 
inappropriate and ineffective support. 
 
2.5 Intervention and support  
2.5.1 A lack of identification and awareness 
Research suggests that only a small fraction of young carers receive the 
support they need (Children’s Commissioner, 2016). It is likely that only a small 
proportion of these young carers are carers of a parent with a mental illness, 
particularly due to the nature of mental illness being under-identified, with only 
half of those who meet criteria being diagnosed (WHO, 2017).  
Ofsted (2013) report that there are currently no national requirements to gather 
information about the number of parents/carers experiencing serious mental 
health difficulties. Ofsted (2013) report that family impact was not found to be an 
area of focus within adult mental health services generally. When risks to 
children relating to parental mental health needs were identified by adult mental 
health professionals, they were often not recognised early enough, and hence 
professionals had not been proactive in offering or signposting support (Ofsted, 
2013; The Children’s Society, 2008a).  
The Children Act (2004) sets out the safeguarding responsibilities of all 
professionals working with children and families, with associated statutory 
guidance explicitly outlining the need for adult and children’s services to work in 
collaboration. ‘Working together to safeguard children’ (Her Majesty’s 
Government, 2015) is guidance based on the Children’s Act (2004) and 
suggests that adult mental health services have a responsibility in safeguarding 
children when they become aware of, or identify, a child at risk of harm. 
However, if there is a lack of focus on the family situation in adult mental health 
services as identified by Ofsted (2013), these services may not be primed to 
thinking systemically about the familial situation of a patient in their care, and 
therefore are less likely to identify a child at risk. The Social Care Institute for 
Excellence (SCIE) introduced guidelines relating to parental illness, promoting 
the message ‘think child, think parent, think family’ (SCIE, 2009), however there 
is a need for such guidance to be embedded and extended across services, as 
research suggests there are still missed opportunities in relation to support and 
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child protection due to a lack of holistic thinking and multi-agency support (Rouf, 
2014). 
A lack of collaborative working between adult and children’s services has been 
highlighted as a contributory factor in serious case reviews (Ofsted, 2013). 
These serious case review reports highlight examples of parents’ mental health 
needs being underestimated, affecting the support available to both the adult 
themselves and their family (Ofsted, 2013). Rouf (2014) discusses the problem 
of no single professional working with families in which there are mental health 
needs having an overview of the whole case, rather they just focus on their 
individual ‘client’.  
 
2.5.2 A lack of support for children of parents with mental health needs 
The Care Quality Commission (CQC) (CQC, 2017; 2018) highlight that long 
delays for support and treatment are at further detriment to the mental health of 
children and young people. Due to funding and commissioning differences, 
health care services are often not working collaboratively with other relevant 
agencies, resulting in a lack of timely and appropriate support (CQC, 2017). 
Kahn (2016) highlights significant missed opportunities in changing the 
trajectory of mental health outcomes for vulnerable children and young people. 
This is supported by Kessler et al., (2005), who discuss a ten-year gap between 
the first onset of ‘symptoms’ relating to mental health needs and access to 
support. 
Cooklin (2010) recognises the problem of COPMHN falling between the obvious 
responsibilities of relevant professionals and suggests that adult mental health 
staff and social workers often feel ill-equipped in terms of time and expertise to 
offer comprehensive support to children. Child and Adolescent Mental Health 
Services (CAMHS) are often under resourced and are required to give 
precedence to children with a defined disorder (Cooklin, 2010), which many of 
the COPMHN do not yet have. There is therefore a population who fall between 
the responsibilities of relevant professionals: children who do not yet have 
obvious difficulties of their own, and who have parents who do not access help 
for their mental health needs. These children may also have parents whose 
needs do not yet reach the threshold for support from adult mental health 
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services. This group of children may benefit from some preventative support. 
However, there appears to be a gap in provision in this area. It is unclear which 
services are capable of providing such support and what form this should take.  
As a result of the CQC (2017) report on mental health services for children, a 
green paper was opened for consultation (Children’s Commissioner, 2017). The 
document ‘Supporting Mental Health in Schools and Colleges’ (DfE, 2018) 
discusses the need for educational settings to promote positive mental health 
and identify and support pupils with emerging mental health needs. The 
document mentions the ‘Mental Health First Aid’ training programme that has 
recently been developed in an attempt to provide teachers and other 
professionals working with children and young people the skills and confidence 
to recognise the signs and triggers of mental health needs (Department of 
Health & DfE, 2017). This seems to be a positive step in the right direction in 
relation to mental health support for children and young people. However, the 
British Psychological Society (BPS) have argued that the current proposals 
focus on reactive, rather than preventative support, which fails to recognise the 
wider systems in which the individuals experiencing mental health difficulties 
are involved (BPS, 2018b), and hence misses valuable early-intervention 
opportunities to break the intergenerational cycle of mental health needs.  
 
2.5.3 Identification and support for children of parents with mental health 
needs in relation to other vulnerable groups. 
COPMHN make up the quieter majority of ‘children in need’ (Hayes & Spratt, 
2009) and have been described as an “invisible, hidden and vulnerable 
workforce” who are isolated and stigmatised with restricted opportunities (Gray 
et al., 2008, p. 169). 
A review of support services for vulnerable children by Ofsted and CQC (2013) 
suggested that the awareness of responsibility to identify vulnerable children 
and consider their needs was always stronger in drug and alcohol services than 
mental health services. The report highlights that most drug and alcohol 
services had systems in place to check if children were appropriately identified 
and their needs considered. However, in adult mental health services, most 
team managers did not have a system to identify which households had 
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children, did not monitor referrals to children’s social care and did not 
systematically audit case record to ensure risks to children were considered.  
Other research identified that the impact of parental mental illness on children 
can be much harder to comprehend for social care professionals, than other 
circumstances such as substance misuse and domestic abuse, and hence 
potential safeguarding issues are not identified as easily (Cleaver et al., 2011) 
There are various support structures available for young carers themselves. 
Young carers include those who care for friends or family members who are ill, 
disabled, or who engage in substance misuse (Carers Trust, 2019). This can 
include COPMHN, however these children are not recognised as a distinct 
group in the UK, as in other countries, where they are identified as ‘COPMI’ and 
supported according to their additional and complex needs (Cooklin, 2010; 
2015).  
 
2.5.4 The need for preventative support  
The above discussion emphasises the need for preventative support that 
recognises children ‘at risk’. Such early intervention services could have an 
effect on the numbers of children being referred to CAMHS or prevent the 
escalation of difficulties whilst on the waiting list for more specialist services 
(Kern et al., 2017). As well as an extended focus on families in adult mental 
health services, there needs to be an extended focus in other settings to identify 
COPMHN whose parents may not even acknowledge they have a mental health 
need, may not have sought support, or do not reach a threshold for support 
from adult mental health services. 
 
2.5.5 The need for collaborative, multi-agency working and a ‘systems’ 
perspective 
Viganò et al., (2017) and Falkov (2012) highlight the need for a multi-agency 
approach to extending the knowledge, awareness and competences when 
working with families which have experienced parental mental illness, working 
collaboratively to make use of interdisciplinary initiatives. Rouf (2014) highlights 
that “inter-agency working is at the heart of child protection” and advocates for 
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an integrated overview of family functioning via good quality communication 
between the professionals supporting the families. More specifically, the author 
argues that more could be done to focus on early intervention for COPMHN, but 
this will require conversations between health and education that currently do 
not happen enough. 
In order to work at a preventative level, there is a need for professionals 
working with children and families to adopt a ‘systems’ perspective (O’Hare, 
2017). A systems perspective refers to the consideration of the wider context for 
an individual, and the way in which these wider systems may impact upon the 
individual concerned (Bronfenbrenner, 1979). This perspective advocates 
exploring the systems around a child to understand where difficulties may arise 
in order to consider appropriate support. Thinking holistically about the systems 
impacting on an individual is likely to lead to a need for multi-agency 
communication and collaboration, in order to access support for various 
individuals within a ‘system’. However, research suggests that services relevant 
to COPMHN do not always work in collaboration to support them (Cooklin 2010; 
Foster, O’Brien & Korhonen, 2012; Katz & Hetherington, 2006). There is a need 
to look beyond individual service providers to develop a broader and more 
holistic perspective in relation to supporting vulnerable children and their 
families (Falkov et al., 2012; Owens, Crone, Kilgour & El Ansari, 2010). 
 
2.5.6 School-based support 
Staff working in the education sector may be able to offer relevant support to fill 
the support gap for early intervention in relation to mental health. Such 
professionals may include teachers, support staff and educational psychologists 
(EPs). Kahn (2016) reports that the commitment of the entire school workforce 
has been found to promote the best outcomes for children and young people in 
relation to mental health issues.  
Research suggests that school-based mental health services have the highest 
likelihood of reaching vulnerable children (Kern et al., 2017). The structured 
environment that schools provide lends itself to early identification, prevention 
and intervention to prevent escalation of mental health needs (Durlak, 
Weissberg, Dymnicki, Taylor, & Schellinger, 2011).  Tabak et al., (2016) 
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highlight schools as being well placed to offer support to families, provide 
counselling, nurture peer relationships and educate staff and students about 
mental health problems. Weist, Lovie, Lever, Johnson and Rowling (2002) 
support the positive outcomes of school-based support services for COPMHN, 
suggesting they can reach more children and adolescents with less stigma and 
provide greater access for families. School-based support can provide early 
intervention for COPMHN who do not yet meet the clinical criteria for specialist 
mental health services (Barrett & Turner, 2001). It is possible that early 
intervention might prevent the need for later responsive intervention commonly 
used in schools whereby school functioning and healthy development is 
significantly affected (Kern et al., 2017).  
The latest ‘Mental Health and Behaviour in Schools’ guidance (DfE, 2018) 
recognises that school staff are not experts in mental health, whilst also 
discussing their role as front line mental health practitioners in a position to 
identify, intervene and signpost appropriately. There is very little research on 
the capacity of educational professionals to support the needs of the children 
experiencing parental mental health needs, or what form this support should 
take (Bibou-Nakou, 2004).  
In relation to mental health needs generally, research by Mazzer and Rickwood 
(2015) suggests that school staff do not feel knowledgeable and skilled in 
dealing with mental health needs.  Research by Bibou-Nakou (2003) suggests 
that although teachers can identify the risk and protective factors for children 
experiencing parental mental illness, there is a lack of early identification and 
support mechanisms in schools. The Bibou-Nakou (2004) study utilised focus 
groups comprising of experienced teachers to explore pre-determined topics 
relating to service planning and policy in the area of parental mental health 
needs. Results highlighted that teachers do not have the skills, knowledge or 
time to prioritise support for COPMHN due to a lack of support from their 
schools and time pressures. Although a valuable contribution to knowledge in 
the area of parental mental health from an education perspective, this research 
is dated and is relevant to the Greek education system at the time. The 
criticisms of focus groups discussed in the methodology chapter also apply to 
the Bibou-Nakou (2004) research, as this was the sole data collection method 
and hence the results should be considered with these criticisms in mind.  
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Recent research by Bruland et al., (2017) suggests that teachers struggle to 
identify vulnerable children and when they do, they are unsure how to approach 
the situation. It is therefore important to further explore the capacity of schools 
to identify and support vulnerable groups to ensure staff are equipped to deal 
with the level of need that they are expected to support. It is important to 
consider that the Bruland et al., (2017) findings are based on a small-scale 
review of the literature in the area of parental mental illness and awareness in 
schools, including only three pieces of research, each with a small sample size. 
The researchers themselves highlight that their review should be considered as 
an initial overview, suggesting the need for further research in this area.  
2.5.7 Effective support: explanation, communication and family focus 
Children generally tend to have low levels of mental health understanding due 
to a lack of accurate and non-stigmatised information (Riebschleger, Grove, 
Cavanaugh & Costello, 2017). Supporting COPMHN in understanding their 
parent’s mental illness and behaviour can be a protective factor against future 
negative outcomes (Cooklin, 2010). Professionals supporting parental mental 
illness in families suggest that the following are important forms of support for 
COPMHN: clear and comprehensive psychoeducation, communication within 
and outside of the family about mental illness, support with coping strategies 
and access to relevant resources and interventions (Cooklin, 2010; Grove, 
Riebschleger, Bosch, Cavanaugh & van der Ende, 2017). Research by Power 
et al., (2015) found that open communication about mental illness when parents 
were unwell helped to build a greater sense of family connectedness and 
increased resilience. 
Acri and Hoagwood (2014) emphasise the importance of children’s mental 
health interventions having a component that recognises their parent’s mental 
health needs, despite only finding a small number of interventions that did this. 
The authors suggest that research targeting support for family mental health is 
needed, recognising that treatment and planning for the family as a unit may 
have a significant impact on the outcomes for parents and children. 
Interventions focusing on the parent-child dyad should be the target of attention 
when there are mental health needs within the family, rather than individual 
support (Apter et al., 2017; Falkov, 2012), with family-focused interventions 
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producing overall larger positive effects (Thanhäuser, Lemmer, de Girolamo & 
Christiansen, 2017).  
When relationships in the child’s environment are improved, the child’s future 
resilience to mental illnesses is enhanced, even when there is prior history of 
mental illness in previous generations (Rutter, 2003; Tienari et al., 2004; 
Tienari, Wahlberg & Wyn, 2006).  Family and relationship-focused interventions 
have demonstrated the potential to benefit all family members (Fadden & 
Heelis, 2011; Falloon, 2003) in the following ways: reducing the feeling of 
children’s responsibility for parent’s illness, preventing a negative impact on 
emotional well-being and reducing future costs to healthcare systems (Reupert 
& Maybery 2011).  
Gatsou, Yates, Goodrich and Pearson (2015) emphasise that although 
research suggests family-based interventions are successful, not enough is 
known about the mechanisms by which they have an impact, highlighting a gap 
in the literature. These gaps in professional understanding suggest that children 
and families may not be receiving the most effective support (Charles, Reupert 
& Maybery, 2016).  
2.5.8 Future of support for children of parents with mental health needs 
The UK government is making positive progress by placing increasing 
emphasis on identification and support for children experiencing poor mental 
health (Children’s Commissioner, 2017).  However, as discussed, the current 
focus is more oriented to reactive approaches, promoting the identification of 
signs and symptoms of emerging or established mental health needs (BPS, 
2018b), rather than focusing on prevention for groups known to be ‘at risk’. 
Wyn et al., (2000) discuss the temptation of schools to ‘do’ mental health 
education by bringing in a mental health expert, which is unlikely to have an 
impact on the wider school environment or a shift in whole-school thinking, as 
there is no relationship to ongoing whole-school processes. Professionals such 
as educational psychologists may be well placed to support teaching and 
intervention in relation to mental health support, as often they can be an integral 
part of the school system and in a position to “build bridges” between schools 
and the community (Farrell et al., 2006), whilst maintaining a holistic approach 
(Ashton & Roberts, 2006).  
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With the growing pressure on schools and colleges to support the mental health 
of pupils, it is important to recognise the opportunities for universal, whole-
school teaching and identification. However, it is also important to recognise 
specific vulnerable groups that may benefit from early intervention. Wyn, Cahill, 
Holdsworth, Rowling and Carson (2000) support this idea, concluding that 
specific, targeted interventions provided within a whole school framework are 
likely to be most effective in supporting the needs of more vulnerable groups. 
Considering that parental mental health needs is a recognised ACE, and the 
previous research on the intergenerational impact of mental health, I suggest 
that COPMHN should be recognised as a target group for early intervention and 
support. It is however unclear whether schools currently have the capacity to 
identify these children and provide support for this vulnerable group. 
2.6 Concluding comments 
There has been a wealth of research on the negative impact of parental mental 
illness on children, however, there has been less research on children’s 
experiences and perception of support services. It is important that the impact 
of family-focused interventions such as Kidstime are explored further, to 
understand the way in which such interventions have an impact. It is however 
important to recognise that due to the nature of mental health needs, 
engagement in whole family interventions is not always possible for some 
families. In circumstances where parents do not feel able to engage, it is 
important that there is still provision for the children living in these families, with 
schools being identified as well placed to offer this support. In understanding 
what works well in family-focused interventions such as Kidstime, aspects of 
good practice in relation to supporting COPMHN could be adapted to inform 
support in schools. 
 It is important to consider the current ability and capacity of school staff to 
support COPMHN, in order to highlight areas for development, highlight 
effective school-based practice already ongoing and establish a baseline with 
which to work from when considering next steps for support for this vulnerable 
group. The value of having a link professional such as an educational 
psychologist that can bridge the gap between school and community 
interventions to facilitate and extend support is also something to consider. 
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Chapter 3: Methodology 
This chapter starts with the aims for all phases of the current research and the 
corresponding research questions. This is followed by my philosophical 
assumptions, including ontological and epistemological perspectives. I will then 
discuss the methods employed in the current research and the methods of data 
analysis. This chapter finishes with a description of the ethical considerations 
related to this research. 
3.1 Research aims and questions 
Phase 1 
Aim: To explore the views of children, parents and facilitators involved in the 
Kidstime programme, under the school-based referral system in Southbridge, 
focusing on the impact of the workshops and the mechanisms by which this 
impact occurs.  
Research question 1: How do participants’ experiences of Kidstime align with 
the stated aims and objectives of Kidstime?  
Research question 2: How do participants and facilitators of Kidstime view its 
impact? 
Research question 3: How do participants and facilitators of Kidstime 
experience the process and context of the school-linked referrals?  
Phase 2a 
Aim: To explore the views of COPMHN in relation to their needs and the 
support they have received in school. 
Research Question 4 - How do COPMHN perceive their additional social, 
emotional and mental health needs? 
Research Question 5 - How do COPMHN perceive the support available to 
them in schools? 
Research Question 6 - What support do COPMHN of secondary age think 
could be implemented for their group in schools? 
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Phase 2b 
Aim: To explore the understanding and awareness of special educational 
needs co-ordinators in relation to the needs of COPMHN and the capacity for 
school-based support. 
Research Question 7 - How are the needs of COPMHN perceived by school 
staff? 
Research Question 8 - What support is currently available to support 
COPMHN in primary schools?  
Research Question 9 - How do school staff feel support for COPMHN could be 
implemented in schools? 
Research question 10 - What are the barriers to supporting COPMHN in 
schools?  
 
3.2 Philosophical Assumptions 
This section presents my philosophical position, which underpins my research 
design and approach. The ontological position of the current research aligns 
with the interpretivist assumption that reality is constructed by individuals, rather 
than the acceptance of one universal truth (Thomas, 2017). Social 
constructivism is my epistemological approach.  
3.2.1 Interpretivism 
The paradigm of interpretivism recognises that reality is constructed by 
individuals based on their perception of their experiences (Bryman, 1988; 
Thomas, 2017). Interpretivist research aims to elicit the ‘understandings’ that 
research participants have about a personally relevant topic, whilst the 
researcher aims to make sense of these understandings (Thomas, 2017). 
Within the paradigm of interpretivism, there is a recognition that there are 
multiple ‘realities’ that come together in a framework that is to be explored by 
the researcher (Thomas, 2017).  
An interpretivist approach is relevant for the current research, as I was 
concerned with the ‘reality’ for children experiencing parental mental illness and 
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those who support them, rather than objective information about these groups. 
Interpretivism recognises that researchers themselves construct their own 
meaning in relation to participants’ perceptions, whereby observations will be 
affected by ideas and assumptions and hence objective, value neutral research 
is not possible (Holloway & Wheeler, 2010; Ritchie et al., 2014). It is relevant to 
note that findings from interpretivist research cannot be assumed to be 
generalisable outside of the specific research setting, due to the recognition of 
the influence of context on the construction of reality (Thomas, 2017). 
3.2.2 Social Constructivism  
The current research is positioned in relation to the epistemology of social 
constructivism, based on my belief that knowledge is socially constructed by 
individuals. Social constructivism recognises the importance of culture and 
context in constructing knowledge (Kim, 2001), empowering the narratives of 
those with lived-experience. Social constructivism recognises that each of us 
has our own unique constructed version of reality, based on our experiences, 
and highlights that two people experiencing the same thing may not interpret it 
in the same way (Kim, 2001). Belief about the nature of the external world is not 
the same as belief about knowledge, therefore social constructivists do 
recognise a reality that exists outside of social construction but posit that 
socially constructed reality is the only reality that is meaningful (Crotty, 1998).  
This research aimed to give the participants an opportunity to voice their version 
of reality in relation to the current topic via in-depth interviews and focus groups. 
Based on my interpretation of the accounts of ‘reality’ gathered in the current 
research, common threads and themes were evident, revealing common 
perceptions of reality for the group members.  
It has been debated how much knowledge is constructed within an interview 
interaction or how much it is a pre-existing phenomenon (Ritchie et al., 2014). 
Holstein and Gubrium (2004) posit that knowledge is constructed via the 
collaboration of researcher and interviewee. The authors state that “no matter 
how hard interviewers try to restrain their presence in the interview exchange… 
interviews are interactional accomplishments rather than neutral communicative 
grounds” (p. 150). Throughout the entire research process, I was aware that I 
have my own socially constructed version of reality which I recognise will have 
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affected the topic area of choice, the questions I chose to ask and the way in 
which I chose to ask them. Although I was considerate of such influences, I 
accept that they will have inevitably had an impact.  
 
3.3 Exploratory qualitative research methods 
Qualitative research is described as a “naturalistic, interpretive approach 
concerned with exploring accounts ‘from the interior’” (Flick, 2009).  Such 
approaches focus on exploring ‘what, why and how’ questions, and uses the 
perspectives of those concerned as a foundation for understanding (Ritchie, 
Lewis, McNaughton-Nicholls & Ormston, 2014). The aim of qualitative research 
is to provide an in-depth and interpreted understanding of the social world as 
experienced by participants, and yields ‘rich’ data relating to emergent themes 
(Ritchie et al., 2014). Therefore, I chose a qualitative research design to align 
with my belief that knowledge is produced by exploring and understanding the 
perceptions of those for whom the topic is personally relevant and meaningful. 
3.4 Phase 1 methods 
3.4.1 Phase 1 sampling 
Participants were recruited via opportunity sampling from the Kidstime 
workshops running in the Southbridge Local Authority. I had been volunteering 
my time at the workshops prior to planning my research, so I became familiar 
with both the attendees and facilitators. At each of the two workshop groups I 
spoke to the attendees and facilitators about my research ideas and provided 
those who were interested with a detailed information letter (Appendix K). I 
verbally followed up the letter in the next Kidstime workshop and arranged to 
meet with those who were willing to participate. In order to recruit children for 
the research, I first sent a letter to parents asking for their child’s permission to 
take part, and then sought further permission from the children themselves, 
after explaining the research in an age-appropriate manner, emphasising the 
voluntary nature of participation.  
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3.4.2 Phase 1 participants 
The participants consisted of five Kidstime facilitators, five parents attending 
Kidstime, and four children (aged 6-11 years) attending the Kidstime 
workshops.  
The five Kidstime facilitators had different professional roles outside of Kidstime 
including: a teacher, a psychotherapist, an educational psychologist, a learning 
mentor and a parent support adviser. All of these facilitators had been involved 
in the delivery of Kidstime for at least two years. All of the facilitators are also 
employed by the same multi-professional team in Southbridge. The participants 
included three female and two male participants.  
All parents interviewed had a diagnosis of a mental illness. All parents 
interviewed for the research were female. One parent wished for her husband, 
who also attends the Kidstime workshops, to be present for the interview.  
Of the children interviewed, three were female and one was male. I had 
originally recruited five children, however one child decided they did not want to 
take part on the day of interview.  
The parents and children interviewed had all been attending Kidstime on a 
regular basis (at least four in every five scheduled workshops) for a minimum of 
a year. 
 
3.4.3 Phase 1 Data Collection 
For phase 1 I chose to employ the use of in-depth, semi-structured interviews. 
In-depth interviews are described as a powerful method for gaining descriptive 
information regarding people’s interpretation of their social world (Ritchie et al., 
2014). This method allows researchers to explore the perceptions of a particular 
group with knowledge and experience in relation to the topic of interest (Rubin 
& Rubin, 2012). Questions sought to capture the experiences of Kidstime 
attendees and facilitators in relation to the aims and impact of the intervention, 
as well as the nature of the school-based referral system. Interview schedules 
were generated based on the research questions previously outlined using the 
hierarchical focusing model (Tomlinson, 1989). This model allows the 
researcher to determine the general direction of questioning whilst giving space 
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and flexibility for the interviewee’s perspective. The five stages of this model 
involve; outlining the structure and content of the research domain, identifying a 
research focus, devising a hierarchical framework for the interview, carrying out 
the interview in an open-ended, non-directive way using the interviewee’s voice 
and finally transcribing and analysing. The concept map initially constructed to 
outline the structure and content of the research domain can be found in 
Appendix A. I chose to focus specifically on the support needs and experiences 
of COPMHN, rather than vulnerable groups more generally as I feel this group 
have a unique experience relating to their understanding of the complex nature 
and impact of mental illness. I also have a personal and professional interest in 
the needs of this group, as outlined previously.  
Whilst developing the semi-structured interview schedule, I was cautious not to 
make assumptions about the group to be interviewed and checked all 
schedules with my research supervisors and colleagues. When conducting the 
interview itself, I first reminded the participants of the aims of the research and 
their rights as participants. I then proceeded to flexibly follow the interview 
schedule, beginning with open-ended questions on broader subject areas, 
narrowing down to more specific questions using probes, based on participants’ 
responses.  
I chose to use one-to-one interviews in order to create a confidential safe space 
for participants to feel able to talk openly. One-to-one interview techniques have 
been said to promote the development of trusting relationships, allowing the 
generation of rich data (Aldridge, 2006). Interviews were presented as more of a 
guided, informal discussion in order to put participants at ease. For children, 
language was adapted accordingly, and visual supports were provided in the 
form of a feelings scale, to support the children in relation to the questions 
about the impact of Kidstime. Research suggests that the use of visual 
representations can allow children to express themselves more effectively, than 
they might be able to verbally (Baker, 2015). Aspects of the children’s 
interviews were focused on art work that they had created in the Kidstime 
workshops, to act as a stimulus for discussion. Children were also given the 
opportunity to draw, rather than verbally express their thoughts in relation to 
certain interview topics. All interviews were recorded to allow for accurate 
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transcription. Interview schedules for all phase 1 participants can be found in 
Appendix B.  
I am aware that semi-structured interviews have some limitations and have 
previously discussed my understanding that knowledge is explored and 
constructed throughout the interview process, based on the interaction between 
myself and the interviewee and our prior knowledge and experiences. 
Silverman (2011) argues that this is a ‘narrow view’ that denies the value of the 
interview data as saying anything about any other reality other than the 
interview itself. However, Ritchie et al., (2014) argues that such critiques are not 
relevant to robust qualitative research and maintain that methods such as semi-
structured interviews can be used to effectively explore the constructions and 
experiences of research participants.  
There is also the issue of interviewer bias, which, as discussed, I attempted to 
be aware of throughout the entire research process. Although involved in the 
delivery of Kidstime for a short while before conducting my research, I had an 
interest in exploring the genuine impact of the intervention and was open 
minded to the idea that the intervention may not have had an impact on the 
attendees.  
After considering both the strengths and limitations of semi-structured 
interviews as a means of data collection, I deemed this to be the most suitable 
considering my research aims, questions and underlying philosophical 
approaches.  
 
3.4.4 Phase 1 Data analysis procedure: Thematic Analysis 
In order for data to be deemed trustworthy, data analysis must be done in a 
precise, consistent and exhaustive manner and recorded in a way that will allow 
others to recognise the analysis process as credible (Nowell, Norris, White & 
Moules, 2017). Thematic analysis (TA) was used to analyse all data collected in 
this research. I chose to use Braun & Clarke’s (2006) stages of TA, as it is 
described as a useful method for examining the perspectives of different 
participant groups. It offers the opportunity to draw comparisons and recognise 
differences and allows the flexibility for identification of unanticipated topics and 
themes (Braun & Clarke, 2006; King, 2004). 
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After analysing the data collected, I felt that the data collected was rich enough 
to draw themes, recognising a saturation point whereby continued analysis fed 
into pre-established themes (Ritchie et al., 2014). The stages of thematic 
analysis according to Braun & Clarke (2006) include: transcription, reading and 
familiarisation, coding, searching for themes, reviewing themes and defining 
and naming of themes.  
I have highlighted in detail the stages of thematic analysis undertaken in 
Appendix E, detailing my analysis alongside each stage, to demonstrate the 
trustworthiness of the data collected. Appendix F gives evidence of the reading 
and familiarisation stage of the analysis where handwritten notes were made. 
Appendix G gives examples of the process of coding. Appendix H shows how 
categories and themes were derived. Appendix I shows how global themes 
were defined and named. Codes, categories and themes derived from the raw 
data were triangulated with my research supervisors, to add to the 
trustworthiness of the themes generated (Nowell et al., 2017). 
 
3.5 Phase 2a methods  
3.5.2 Phase 2a Sampling 
The children recruited for the focus groups were all from the one mainstream 
secondary school in Southbridge delivering the ‘Who Cares?’ programme. This 
is a psychoeducational programme is designed to raise awareness of COPMI 
for school-based staff and children, promoting the understanding of and support 
for children experiencing parental mental illness. I chose to approach this 
school, as I felt the children were likely to have experienced support in relation 
to their circumstances and would therefore be able to offer some insight in to 
their experiences. I contacted the school’s headteacher via e-mail, and we 
arranged to meet in person. I presented my research ideas during our meeting 
and the headteacher agreed to provide participants for the research.  
 
3.5.3 Phase 2a Participants  
Through liaison with the headteacher and a member of pastoral staff at a 
secondary school in Southbridge, eight children were selected to take part in 
the research. Children were selected on the basis of having experienced 
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parental mental illness. Children from year 8 and year 11 were selected for the 
research. The year 8 children were selected as they had recently experienced 
eight weeks of teaching as part of the ‘Who Cares?’ programme. The year 11 
students were selected as they were likely to have had the most experience of 
the school systems and support. Letters and consent forms (Appendix M) were 
sent out to parents via school staff and active parental consent was sought. I 
then sought further consent from the children themselves via a consent form 
(Appendix N), after explaining in detail the aims of the research, the nature of 
their potential involvement and their rights as participants. Those who returned 
the consent forms then took part in the research. The participants consisted of 
four children from year 8, and four children from year 11. The participants 
involved six female and two male participants. 
3.5.4 Phase 2a data collection: Focus groups 
Data was collected via two focus groups, a year 8 and a year 11 group. A focus 
group refers to “...a group of individuals selected and assembled by researchers 
to discuss and comment upon, from personal experience, the topic that is the 
subject of the research” (Powell & Single, 1996, p. 499). Focus groups are 
commonly used within qualitative evaluation research to discuss the bringing 
about of change for members of a group (Robson & McCartan, 2016). I chose 
to employ the use of focus groups as a data collection method for phase 2a of 
the current research, in order to elicit the views of secondary school pupils in 
relation to their needs, their perception of support and their contributions to 
future support. I was interested in individual contributions, group interaction, 
and the dominant realities as socially constructed within a group context (Frey & 
Fontana, 1991). I also felt that a focus group, rather than individual interviews, 
might put the children at ease in the unfamiliar situation, as there is less 
pressure on individuals to respond (Zikmund, 1997).   
Understanding and explaining one’s own attitude toward a topic can sometimes 
be easier against the backdrop of others’ accounts and perspectives, which can 
also trigger additional material to discuss (Ritchie et al., 2014). The interaction 
between participants can also be useful when creative thinking, solutions and 
strategies are required (Ritchie et al., 2014), as is the case for research 
question 6 in phase 2a: What support do COPMHN of secondary age think 
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could be implemented for their group in schools? Groups present a more 
natural environment than that of individual interviews because participants 
influence, and are influenced by others, as they are in reality (Krueger & Casey, 
2009). Group discussions reflect social constructions, normative influences, 
individual and collective identities and shared meanings (Ritchie et al., 2014), 
which can be interpreted in relation to the research questions. Zikmund (1997) 
posits that focus groups promote synergy, whereby the group process 
generates a wider range of information than could result from a similar number 
of in-depth interviews, often through the ‘snowballing’ of ideas. 
Within the focus groups I stimulated the group discussion with topical questions 
in a semi-structured interview format, whilst allowing the participants to take the 
discussion to areas of interest. Interview schedules were constructed based on 
the research questions above using the hierarchical focusing model (Tomlinson, 
1989), which has previously been outlined in this chapter.   
I started the focus groups with a paired task, whereby children created a mind 
map of their understanding of mental illness. I chose to do this to ensure 
children had a reasonably accurate understanding of the concept of mental 
illness. This also served as an ‘ice breaker’ activity, to get the children talking to 
one another. Interviews took place within a large room in the children’s school. 
Both focus groups lasted approximately an hour and were recorded to allow for 
transcription. 
In choosing a data collection method I did consider the potential limitations of 
focus groups. It is argued that both dominant and reticent participants can limit 
the value of focus groups (Ritchie et al., 2014), however I ensured I was 
prepared to deal with such situations if required in order to allow for all group 
members to contribute. Another criticism relates to social influence, and the 
idea that participants often conform to a socially acceptable viewpoint (Ritchie 
et al., 2014). It is also argued that the interviewer has less control in the running 
of focus groups, as the participants interact and influence one another (Gibbs, 
1997). I was also aware that bringing together a group of children who have 
experienced parental mental illness might have exposed the circumstances of 
some children to their peers. It was therefore not made clear to children that 
being a child of a parent with a mental illness was a prerequisite for their 
involvement. 
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Despite some of the limitations highlighted above, I felt that focus groups were 
the most appropriate method for gathering the views of COPMHN for phase 2a, 
based on my research questions and the time and practical constraints of the 
research project. The focus group stimulus questions can be found in Appendix 
C.  
3.5.5 Phase 2a Data analysis procedure 
Data was analysed using thematic analysis, using Braun & Clarke’s (2006) 
model of thematic analysis summarised earlier in this chapter and detailed in 
Appendix E. Examples of the process of analysis can be found in Appendices F 
and G. 
 
3.6 Phase 2b methods 
3.6.1 Phase 2b sampling 
The special educational needs coordinators (SENCos) who took part in phase 
2b of the current research were recruited via opportunistic sampling. I sent an e-
mail to all primary school-based EPs within the Southbridge Local Authority, 
asking for their support in recruiting SENCos to take part in my research. The e-
mail contained a brief description of all phases of my research and the 
procedures for the SENCo’s potential involvement. EPs forwarded this e-mail to 
SENCos in their schools. The SENCos who expressed an interest in taking part 
were then sent some additional, more detailed information about the research 
(Appendix O). I then arranged to meet with those who were willing to take part 
in order to conduct the interviews.  
3.6.2 Phase 2b participants  
The SENCos were from primary schools within Southbridge Local Authority, 
apart from one from a neighbouring local authority. Those who were first to 
respond to my follow up e-mails were selected to take part in the research.  
Consent forms were included at the bottom of the information letters originally 
sent out to SENCos, which were signed and returned. The participants 
consisted of five SENCos, all of whom were female.  
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3.6.3 Phase 2b data collection 
In phase 2b I employed the use of semi-structured, in-depth interviews as 
described for phase 1. Again, interview questions were generated using the 
hierarchical focusing model (Tomlinson, 1989) outlined previously. For the 
interviews for phase 2b, relevant key findings from the prior research phases 
were presented as part of the interview schedule (Appendix D), in order to 
provide a stimulus for discussion. As with the previous interviews, participants 
were reminded of the aims of the research and their rights as participants 
before taking part in the interview. Interviews lasted between 40 minutes and an 
hour and were recorded to allow for transcription.  
 
3.6.4 Phase 2b Data Analysis  
Data was coded and analysed in line with the principles of thematic analysis 
(Braun & Clarke, 2006) outlined in Chapter 3 and detailed in Appendix E.  
 
3.7 Quality Principles 
I applied Yardley’s (2000) validity principles to plan and undertake a quality 
piece of research. These include: sensitivity to context, commitment and rigour, 
transparency and coherence and impact and importance. My research reflects 
sensitivity to context in that I explored the relevant theoretical and empirical 
literature before planning and undertaking my research. I was sensitive to 
participants’ perspectives of their experiences by asking open-ended questions 
and being led by their responses. My research approach demonstrates 
commitment and rigour as my data collection and analysis was systematic and 
thorough, as discussed below and outlined in Appendix E. I also engaged with 
the participants before undertaking my research to further develop my 
understanding of the participant group. This has been said to allow for the 
collection of richer data (Holloway & Wheeler, 2010). I have been transparent 
and coherent in the presentation of my analysis and have clearly explained how 
themes were derived from the data collected. This research has the potential to 
have an impact by contributing to and building upon the understanding of the 
support needs of COPMHN and their families.  
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3.8 Pictorial overview  
Figure 1 below is a visual representation of the research phases and gives 
details of how they are linked.  
Figure 1: Pictorial overview of the current research  
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3.9 Ethical Considerations 
In accordance with the Code of Ethics and Conduct (British Psychological 
Society (BPS), 2018a) and the Code of Human Research Ethics (BPS, 2014), I 
planned this research considering the maximisation of benefit and minimisation 
of harm. I considered the wellbeing of the research participants at every stage 
of my research planning and execution, as well as others who could be affected 
in a negative way by my research. All participants were given pseudonyms to 
protect their identity in the write up of this research. Any names appearing in the 
transcripts were also changed. A pseudonym was also used for the local 
authority concerned. 
 
3.9.1 Reducing potential harm 
Risk is identified as a potential threat to a person’s social status, privacy, values 
and beliefs, relationships and the disclosure of illegal behaviour (BPS, 2014). 
Risk of harm to participants was considered particularly carefully for the current 
research, due to the vulnerable nature of children and families experiencing 
parental mental illness. When interviewing participants for the research I 
avoided asking questions relating to mental health diagnoses and experiences, 
and instead focused on support experiences. My ethical proposal was 
considered at a higher-level panel of approval, due to the vulnerable nature of 
particular members of the participant population. Possible risks to participants 
were considered at the ethical application stage of this research. I completed a 
risk assessment detailing how potential risks would be managed. A copy of my 
approved ethics proposal and certificate confirming ethical clearance is 
available in Appendix J.  
 
3.9.2 Consent  
All participants were required to give active, informed consent for their 
participation in the research. Details of the mechanisms by which consent was 
sought for each phase are outlined in the chapters corresponding to those 
phases. Children involved in the research were required to have parental 
permission. Children were then asked to give their own permission, based on a 
child-friendly and age-appropriate discussion with myself, and the signing of a 
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simpler version of the consent form. The information provided to participants 
gave information regarding the voluntary nature of participation, confidentiality, 
anonymity and the right to withdraw their participation and data. Due to the 
mental health needs of some of the participants and the young age of others, I 
sought to check the participants understanding of what they had understood 
about the research as best as possible whilst emphasising their rights as 
participants.  
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Chapter 4: Phase 1 
 
4.1 Phase 1 overview 
Phase 1 was an exploration of the Kidstime workshops in Southbridge. I 
interviewed children, parents and facilitators of Kidstime using semi-structured 
interviews to explore the aims and impact of the workshops as perceived by 
attendees and facilitators. I also aimed to explore how the school-linked referral 
process and context is experienced. The participants included 5 parents, 4 
children and 5 facilitators.  
4.2 Research Aims and Questions 
The research questions relevant to this phase are outlined below: 
 
Research question 1: How do participants’ experiences of Kidstime align with 
the stated aims and objectives of Kidstime?  
Research question 2: How do participants and facilitators of Kidstime view its 
impact? 
Research question 3: How do participants and facilitators of Kidstime 
experience the process and context of the school-linked referrals?  
 
4.3 Phase 1 Findings  
The following section presents the phase 1 findings. I have drawn together the 
data collected from Kidstime participants to generate four broad overarching 
themes. Themes and subthemes within this section are described, alongside 
comments illustrating these. Some comments have been shortened, or adapted 
for clarity, whilst the meaning has been maintained. Appendix L provides details 
of the individual group themes that contributed to each overarching theme. As 
qualitative research samples are not designed to have numerical or statistical 
inferences made from them (Ritchie et al., 2014), I have not indicated how 
many comments contributed to a particular theme. I have however made 
reference to the times in which all participants made reference to the same 
theme, to indicate the salience of that theme. This decision was made to ensure 
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that the presentation of the research findings remain in line with the purposes of 
qualitative research (Ritchie et al., 2014). 
Figure 2 over the page presents the overarching themes and subthemes in a 
thematic map. 
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4.3.1 Aims and Impact  
 
 
 
 
 
 
 
 
4.3.1.1 Communication and Understanding                                                                                 
Communication and understanding were two dominant categories relating to 
the aims and impact of the Kidstime intervention, based on the content of 
interviewees’ comments. Kidstime facilitators suggested that the aims of the 
Kidstime workshops focused on promoting communication about mental illness 
within and between families, in order to enhance understanding.                                                                                                                                 
“Kidstime is ultimately about communication and understanding. It’s 
about the parents understanding the impact of their mental illness on the 
children and finding the language to communicate it” (Anna, facilitator) 
 
Kidstime facilitators recognised changes in a child’s behaviour that they felt 
were reflective of feeling more able to communicate their thoughts and feelings. 
 “I’ve seen huge changes in children’s confidence and their trust for us as 
adults, in the way they talk to us and open up” (Matthew, facilitator).  
 
The children interviewed often had their own way of explaining mental illness, 
making reference to their own situation. Even one younger child (Lucy, age 6) 
was able to express her understanding of mental illness in relation to her own 
experiences. In the comment below, Lucy is referring to a time when her mother 
was admitted to hospital due to mental illness. 
 “Sore heads are like things where you need to go in to hospital and fix 
that bit and then that’s when we started doing Kidstime. What it means is 
that your brain is not doing anything right” (Lucy, child).  
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In discussion with the children about some of the art work that they had created, 
I was able to gain an insight in to how the creative activities provided at 
Kidstime allowed children to express themselves in relation to their own 
situation. Referring to her art work, Penny (child) commented:  
 “It’s emotions. There’s a brain in the middle and all the emotions going 
around. It’s our body and brains …Mummy’s brain. Sometimes she’s 
happy, sometimes when I come home from school she’s crying on the 
sofa”. 
 
Some of the parents also commented positively on the opportunity to engage in 
more creative activities themselves, allowing them to express their own 
thoughts and feelings. 
“Where we have been doing poems… I have been finding it an easy way 
to express how I feel… Normally I can’t explain how I feel to 
anybody…my whole head goes blank” (Emily, parent).  
 
Comments made by the parents at Kidstime also reflect that opening lines of 
communication around mental illness within sessions, facilitates ongoing 
communication within families outside of Kidstime workshops. 
 “I said this is what bipolar is like… but it doesn’t last forever, maybe next 
month I might be lying on the settee with my eyes closed, crying my eyes 
out and not playing with you. And I said, ‘Now do you understand?’, and 
she said ‘yes, I know what bipolar is now’” (Zara, parent).  
 
The provision of appropriate language and avenues for creative expression 
appear to be associated with an increase in the adult’s understanding of the 
impact of their illness on their children, based on improved communication. 
 “I’ve been really encouraged by the way that creativity has allowed them 
to express things that possibly they wouldn’t have expressed before 
coming to Kidstime. …The adults begin to see how the children are using 
creative activities to explore some of these issues and the influence of 
illness on them” (Matthew, facilitator). 
 “…I wasn’t aware how much [my mental illness] affected [the children]. 
Through Kidstime I’ve been able to see things in their eyes and how they 
perceive them…I didn’t realise they understood as much as they did”. 
(Emily, parent).  
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When thinking about how things had changed as a result of Kidstime, some of 
the children made comments that reflect an increased understanding of mental 
illness and their own circumstances. 
 “For me, I’ve got more information about mental illness and what it is 
about. I can help mum more now because I understand” (Ella, child).  
 “By talking about it, it exposes [mum’s] feelings” (Penny, child).  
 
4.3.1.2 Improved social relationships 
Interviewees comments reflect a positive impact on social relationships and 
feelings of reduced social isolation. 
 “For all the families, it’s about connecting with other families and feeling 
they are not alone. I think there is something about universality, what 
groups can do is sort of remove some of that isolation and perhaps 
stigma…” (Anna, facilitator).  
 
The majority of children interviewed made reference to having fun and spending 
time with friends, highlighting an impact on social relationships. Children made 
reference to Kidstime as an opportunity to spend time with friends, away from 
the norms of everyday life. 
 “It’s fun and we do more stuff, we don’t just have to sit at home, bored… 
[I like] having more fun and making new friends” (Penny, child).  
 
Parents and facilitators made reference to the individual children’s group at 
Kidstime providing children with the ‘chance to be children’.  
 “They like to come for the social side... it gives them a chance to be 
children, time where they don’t have to worry about their parents for that 
hour” (Olivia, facilitator).  
 
All parents interviewed suggested that spending time with others in a similar 
situation was valuable; providing them with a chance to discuss their difficulties 
without fear of judgement and share ideas about ways forward. 
 “I’m with other people that are like me, I don’t have to put on a face, like 
you do 24 hours a day. You can be yourself” (Zara, parent).  
“For support. And to be with people that actually understand how I feel” 
(Becky, parent).  
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“I’m able to talk about different things that people have got similar sort of 
experiences… sharing what things we did to help us cope and strategies” 
(Kate, parent).  
 
Some comments reflect the atmosphere of Kidstime as akin to a family 
gathering, supporting families to feel less isolated and promoting a sense of 
belonging.   
“[Mum] really likes Kidstime because it’s supportive and a bit like a 
family” (Ella, child).  
 “It’s a combination of an educational event and a family party” (Matthew, 
facilitator).  
 “… giving them somewhere to belong and ensuring the big Kidstime 
family bit is vital” (Sam, facilitator).  
 
4.3.1.3 Addressing stigma 
A number of interviewees referred to stigma surrounding mental illness, with 
this being reduced in Kidstime sessions. When discussing her improved 
confidence to talk about her mental health difficulties, parent Zara commented:  
“[It’s] because I know I’m not being judged as a silly, mental, idiot. These 
people are like me”. 
 
Others’ comments reflect that Kidstime has helped some parents to be less 
judgemental of their own and others’ difficult situations.   
 “I was really ashamed of my mental health, before I came to Kidstime, 
but then I realised like it doesn’t define you… it’s just a thing that’s 
happened in your life” (Mollie, parent).  
 
All facilitators emphasised the importance of modelling the language and 
behaviour that Kidstime advocates; to provide the language to talk about mental 
illness and begin to address some of the stigma that surrounds it. 
 “It’s the vocabulary that we use. We actually say illness and not use 
other abstract words for it” (Maggie, facilitator).  
“We are quite direct with our use of language… naming it and talking 
about it openly, which is then part of that de-stigmatising really” (Sam, 
facilitator).  
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Comments made by some of the children suggest that stigma around mental 
illness is still experienced in their everyday lives.  
 “… I don’t like talking about my mental health because my school have a 
lot of bullies, and if you have something wrong with you, they think it’s 
okay to take the mick” (Ella, child).  
 
4.3.1.4 Impact on own mental health (parents and children) 
A number of parents and their children made reference to an improvement in 
their own mental health and attributed this to Kidstime attendance. 
 “I think I am happier in myself, I’m not so snappy. I can understand 
myself and I’m not so hard on myself” (Mollie, parent).  
 
Other parents noticed improvements in their child’s mental health and 
resilience. When discussing changes in her child as a result of Kidstime 
attendance, (parent) commented:  
“She’s got more confidence she’ll tackle things, instead of just leaving it”. 
 
Some children reflected that their own mental health had improved as a result of 
attending Kidstime.  
 “I like coming here because it helps me stop worrying about things. … I 
can stop hiding from things” (Ella, child).  
 “…[Kidstime] helps me with my anger because it helps me calm down” 
(Zac, child).  
 
4.3.1.5 Impact on family life 
Another area in which an impact of Kidstime was recognised was family 
relationships and functioning. Participants made reference to the idea that 
Kidstime attendance was associated with more positive experiences within the 
family.  
 “I’ve been playing with Alice more and she’s been giving me hugs and 
kisses and saying: “I love you mummy”. Whereas none of that would 
have happened before Kidstime… we just didn’t get on and I was upset. 
But now we’ve got a bond, and we’re happy, it’s so much better. It’s 
changed my life really” (Zara, parent).  
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“My relationship with Blake has improved, we’ve got a lot closer” (Becky, 
parent).  
When questioned about what parents felt had supported the relationship, 
parents often commented on a better understanding of each other (parent and 
child), and improved communication. 
“Seeing the way Tom sees [mental illness] as well seems to have 
helped” (Mark, parent).  
“They’ve got a better understanding… I will tell them I don’t feel right and 
I feel sad and I’ll get lots of extra hugs” (Emily, parent).  
 
Some parents commented on changes to their own responses to their children. 
 “…before I might have shouted at her, but now I’m calmer” (Zara, 
parent).  
 “I think it’s also taught me not to be so aggressive when I’m sad … I’m a 
lot calmer” (Emily, parent).  
 
When drawing her favourite part of Kidstime, Lucy (aged 6) chose to draw a 
‘family’ of shapes. When questioned about her drawing Lucy said: “The kids are 
at the top and the parents are at the bottom”, possibly representing her 
understanding of the hierarchy of Kidstime with the children’s needs highlighted 
as predominant. Lucy chose to draw all of the shapes smiling and explained “it’s 
because they like being happy”. This could be interpreted to suggest that Lucy’s 
understanding of Kidstime is that it is based on family units, and promotes 
positive feelings, although she did not, and possibly could not, verbalise it in this 
way.  
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4.3.2 Barriers to support relevant to Kidstime 
 
 
 
 
 
 
 
4.3.2.1 Misattribution of ‘problem’ 
It is important to note that although some parents did appear to recognise the 
link between their own mental illness and their child’s needs, some did not 
reflect that they understood the mechanisms by which intergenerational mental 
health needs may come about. The narratives of some parents placed the 
‘problems’, as being ‘within-child’. 
 “They’ve linked Blake’s anxiety with my mental health problems. So, 
they want me to do something about mine to see if it would help improve 
Blake’s. [Support worker] is the one that blames the way that Blake is on 
me” (Becky, parent).   
 
Becky (above) is a parent who was referred to Kidstime as part of a social care 
support plan. Becky reported that she struggled to accept this initially. When 
discussing the above comment further with Becky, it became evident that she 
felt she had since proved these professionals wrong, because even though her 
mental health has now improved, her child still experiences difficulties.  
 
Some of the children themselves also reflect the narrative that Kidstime is about 
addressing their own mental health needs and behaviour. Zac (child) 
commented: “[Kidstime] helps me with my anger because it helps me calm 
down.  
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Facilitators commented on the difficulties with misattribution of ‘problem’ as one 
of the biggest barriers to progress in Kidstime sessions.  
 “We see through Kidstime, children often get scapegoated with the 
difficulties because they are largely powerless in the system, so by 
helping the parents to come to terms with and explore some of the 
difficulties, and allowing them to talk about them, hopefully we begin to 
start to create a more holistic understanding of where some of these 
difficulties arise, rather than be placed with the kids” (Sam, facilitator).  
 
4.3.2.2 Lack of involvement with adult mental health support services 
Interviewees suggested that the nature of the parent’s mental illness itself can 
be a barrier to their engagement in the sessions. Some of those interviewed 
suggested that adult mental health support for the parents in attendance was 
lacking. Although Kidstime does not claim to be a mental illness support group 
or treatment intervention, there nevertheless appears to be unmet needs 
among the parents in attendance, that may have an impact on their children. 
Some of the comments made by parents highlight the significant difficulties they 
continue to experience on a daily basis. 
 “I have to have 3 hours sleep during the middle of the day because I find 
the day is too long and I get really depressed and low, so I have to have 
a sleep because I can’t get through otherwise” (Zara, parent).  
 
One parent made contact with me a couple of days after the interview to ask 
about any additional support for her mental illness, explaining that she felt she 
needed more support than she was being offered from health-based services, 
highlighting an 8 week wait between appointments. After permission to liaise 
with the Kidstime team regarding this, the parent was signposted to some 
additional support services. 
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4.3.2.3 Lack of consistency/frequency of support 
Facilitators, parents and children all commented on the frequency/duration of 
the Kidstime intervention, expressing that more regular support would be 
beneficial. Some facilitators felt it could potentially be difficult to maintain 
progress if attendees did not have access to support between Kidstime 
sessions. 
“Just because [something] has been acknowledged a couple of sessions 
ago, it doesn’t mean that that acknowledgement is always going to stay 
at the forefront of awareness and thinking, so, coming back to that, and 
continually being able to pick up a thread, I think is really important. 
…Once every two weeks… is that enough to maintain that thread? I don’t 
know. Certainly, it’s going to be a challenge if you’re not surrounded by 
other people that support that reflection, and that would be a concern of 
mine” (Sam, facilitator).  
 
4.3.3 Nature of referral process 
 
 
 
 
 
4.3.3.1 Identification and access 
A number of parents and facilitators commented on the ease of identification 
and access to Kidstime, making reference to the school-linked referral process.  
“The schools are right there and [the referral] comes through the multi-
agency team and it’s quite sleek and it’s quite a clear footpath” (Maggie, 
facilitator).  
 
Facilitators made comments about the fact that referrals for support were 
considered at a professional’s panel meeting, consisting of predominantly 
educational psychologists and therapists. Comments made reflect the notion 
that sometimes schools have not necessarily identified the need for an 
intervention such as Kidstime, rather they request individual support for the 
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child who may be demonstrating concerning behaviour. However, it was noted 
that the professionals at the panel quite often make links with family situations 
and highlight the need for more holistic support.  
 “The team can see the threads in the referral and decide what’s best” 
(Maggie, facilitator).    
“For me it makes perfect sense for Kidstime to be linked to the multi-
agency team, so that there is all that other professional expertise that 
surrounds it too” (Matthew, facilitator).  
 
Parents made reference to their child’s school as having successfully identified 
that the family was in need of support. Some highlighted the increased focus in 
schools to support the emotional needs of children.    
 “I think [the school] knew I needed some support, I had just left my job 
through mental illness… In school, they knew something was going on 
with me” (Kate, parent).                             
 “School these days isn’t just about turning up… they concentrate a lot 
more on the emotional needs of each child and recognising that every 
child is actually individual and I do think they make an extra effort to 
support each individual child…” (Emily, parent).  
 
When speaking with participants about health-based referral systems for 
Kidstime that operate elsewhere, there were mixed thoughts about this. All felt 
that the school-linked model was preferable to a solely health-based system. 
Comments made reflect the feeling that school staff are better positioned to 
identify those in need and would be more likely to be able to offer quick and 
effective support suited to the families’ needs.                            
 “It’s better from school because they are around children so they can 
pick up things quicker” (Zara, parent).    
 “I think the teachers get to know the children better. So, whereas you get 
a five-minute consultation with a doctor that doesn’t know the children… 
you get a better understanding of what the actual issues are with the 
children” (Emily, parent).   
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When considering an alternative, health-based referral system, Maggie 
(facilitator) commented:  
 “I think we would lose that connection with schools and the network…”                                                                         
Some parents and facilitators identified potential advantages of health-based 
referrals. Some interviewees suggested that closer links between education and 
health services would further increase the availability of interventions such as 
Kidstime, highlighting the benefits of collaboration. Facilitator Sam felt 
partnership working would be preferable, with adult mental health leading the 
intervention and holding the budget. He highlighted that such interventions 
might reduce the strain on adult mental health services. Parent Mollie felt that 
Kidstime in Southbridge is not accessible for some families as it only targets 
school-aged children.  
Participants commented that solely health-based referral routes are likely to 
miss children whereby their parents aren’t known to adult mental health 
services, or where the child’s difficulties do not reach the threshold for mental 
health support. This is the case for a number of families attending Kidstime in 
Southbridge.   
 “We should have a link [with adult mental health]. A lot of the [attendees] 
don’t have any community psychiatric services at all, no CPN or 
anything… it would be useful, sometimes, to have that link in I think” 
(Maggie, facilitator).  
Both facilitators and parents did however have reservations about the 
availability of mental health support services, and the way in which those in 
need would be identified. Some parents also remarked that they struggle to 
access health services due to their needs.  
“I think it’s good to have it in schools… you aren’t always going to want to 
go and see a doctor and half the time you can’t even get in to see a 
doctor…I find it really difficult to go and see a doctor” (Kate, parent).     
“Mental health services that they have access to are either not available, 
or they are on a waiting list …School see those children every day and 
they know the impact that it has on those children… schools are pretty 
good at noticing those signs for those families…” (Olivia, facilitator). 
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4.3.3.2 Communication and collaboration 
Parents and facilitators made reference to the benefits of having a network of 
joined-up professionals involved in supporting the family. Some families noted 
specific examples of where they had received additional support from school 
staff and the multi-agency team, as a result of effective communication and 
collaboration between Kidstime and school staff.                                                                                     
“[there is] communication with schools, learning mentors or keyworkers, 
so that network and link is there” (Maggie, facilitator).     
When referring to family support worker from multi-agency team, Kate (parent) 
commented: “It just helped me having someone to walk through the door with 
who I knew”.  
Comments made by interviewees reflect the idea that school settings provide 
opportunities for frequent and positive communication with school-based staff 
who may be able to provide support for parents and their children. A number of 
parents and facilitators commented on the crucial role of parent support 
advisers in identifying vulnerable families, building relationships and providing 
and signposting support.   
“PSAs are so much on the ground, they can become so close to those 
families, they are picking up on things that would be missed otherwise” 
(Matthew, facilitator).   
When discussing the parent liaison at her child’s school, Emily (parent) 
commented: “We built up a relationship, she knew I had lost my mental health 
social worker and she kind of took on that role even though it wasn’t her job and 
she still does to this day”.                                                                                                  
4.3.4 Need for extended support  
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4.3.4.1 Support for children in schools 
A number of interviewees made reference to schools being well positioned to 
meet the needs of vulnerable children and families, yet they could identify little 
support available at present. Some parents expressed the importance of raising 
the profile of mental health issues in schools and felt that teaching about mental 
health and illness in schools would allow a larger group to experience the 
benefits, building a network of understanding and support. 
“Kidstime has taught me that [talking about mental illness] doesn’t have 
to be bad. [Children] need to learn about it because it is happening 
everywhere in the world it’s a subject they need to learn about” (Mollie, 
parent).  
“If you are doing it in a school, you’ve got more children in that area 
understanding health issues … you’ve got a whole class that can benefit 
from it” (Mark, parent).  
 
Others’ comments further reflect the suggestion that COPMHN need a support 
network around them in school, with opportunities to spend time with peers who 
can relate to their experiences. 
“It’s difficult because her friends don’t understand the lifestyle she has. 
You know they can do anything; she has to work round us” (Zara, 
parent).  
 
When asked about whether it would be helpful for school staff to know about 
Kidstime, Zac (child) said: “Yeah. Because then they would know what I would 
be doing here, so I can do it in school as well”. This comment suggests that Zac 
values the support of Kidstime and might benefit from aspects of the support he 
receives there within the school environment. 
 
4.3.4.2 Barriers to support in schools 
4.3.4.2a A lack of awareness and confidence   
The majority of interviewees talked about the difficulty identifying vulnerable 
families and children. Firstly, they felt that school staff were not necessarily 
trained to look for the signs that a child might be living with a mentally ill parent, 
and secondly, they acknowledged that parents are unlikely to be forthcoming in 
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identifying their difficulties, through fear of being judged.                                                        
“There’s still a lot of stigma about… am I a good enough parent? And 
what people are thinking of you and thinking because you have a 
diagnosis of something that you won’t be able to cope. I think there is still 
a lot of fear” (Maggie, facilitator). 
When speaking with one parent (Zara) about her communication with her child’s 
school she said: “I don’t go down there [because of] self-image, paranoia, 
making conversation”.  
Interviewees discussed the fact that sometimes the child will be identified as 
having concerning behaviour in school, but this is not always considered in 
relation to their family situation. 
“To me there is no joined up thinking between the 6 hours your child is in 
school” (Mollie, parent).  
Comments made by interviewees suggest that teachers and support staff do not 
always feel confident to deal with issues around mental illness. The Kidstime 
facilitator who was also a parent support adviser, mentioned that in her role as a 
PSA, she was expected to deal with the ‘taboo’ subjects, as other members of 
the school staff felt uncomfortable and unskilled to deal with such matters.                                                                                                                         
“I think it’s the understanding of [mental illness]. I think [school staff] are 
quite fearful of it themselves so, anything to do with mental health they 
say ‘oh can you deal with that?’” (Maggie, facilitator).                                                                                                                                  
When asked whether or not he felt schools were aware of the needs of COPMI 
and how they might be supported, Matthew (facilitator) responded: “No I don’t. I 
think there is a huge gap. I think school-based professionals like myself are only 
just beginning to talk about mental health generally”.  
 
4.6.4.2b Additional pressures  
Some interviewees discussed the pressures that school staff may feel in regard 
to academic standards and progress, highlighting this as a barrier to other types 
of support.                                                                                                        
“There has always been an inclusion versus standards issue, we’re 
sadly, more in the camp of standards, with the pressure and the 
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judgement and measurement being progress and grades, less concern 
with the value-added stuff” (Sam, facilitator)                         
 “I think it’s school staff not having the time because of the pressures 
from Ofsted and the curriculum” (Olivia, facilitator).  
Facilitator’s comments highlighted capacity and resourcing issues as barriers to 
effective support being put in place in schools. It was noted that teachers have 
a lot of additional responsibilities, with a lack of training to fulfil some of these.                                                
“There is a lot expected of schools … there are various needs, they don’t 
have the training to meet a lot of the needs that they are expected to 
meet” (Sam, facilitator).  
                                                                                     
4.4 Phase 1 Discussion  
I will now discuss the global themes and subthemes in relation to the original 
three research questions presented for phase one. 
 
4.4.1 Aims and impact of Kidstime  
Based on the findings, I feel the fulfilment of the Kidstime aims is best 
understood in relation to the perceived impact, therefore research questions 1 
and 2 will be answered alongside one another. In order to make clear how the 
experiences of Kidstime participants align with with the stated aims and 
objectives of Kidstime, relevant information from the Our Time Foundation 
website is included below. 
The Our Time Foundation (2019) states the aims of Kidstime workshops to be:  
“‘non-treatment’ educational sessions which encourage families to 
discuss mental illness and help to diminish the social isolation, stigma, 
confusion and fears which a child of a parent with mental illness may 
experience”.  
The Our Time Foundation (2019) states that:  
“The workshops offer a fun, protected space where young people can 
express themselves, interact socially, share experiences and learn about 
mental illness through discussion, games and drama. Trained staff 
explain mental illness and its effects to young people in a way they can 
understand and help them to articulate and tackle concerns or 
challenges. The workshops also provide adults with an informal, intimate 
space, where they have the opportunity to share experiences and 
discuss their role as parents rather than patients.” 
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Based on the findings from this research, it appears that the aims of Kidstime as 
outlined by the Our Time Foundation (2019) are realised based on the impact of 
the Kidstime workshops in Southbridge. Themes drawn from all groups 
(parents, children and facilitators) suggest impacts in the following areas: 
improved communication and understanding in relation to mental illness, 
improved social relationships and reduced isolation, reduced stigma, a positive 
impact on own mental health (parents and children) and a positive impact on 
family relationships. Barriers to support and the potential impact of these were 
also recognised among Kidstime attendees and facilitators, specifically in 
relation to the misattribution of the ‘problem’, as being ‘within-child’, rather than 
based their situation, and a lack of collaboration with adult mental health 
services.  
Comments made by Kidstime attendees and facilitators reflect the idea that the 
aims of increasing communication and understanding regarding mental illness 
are achieved in the Southbridge workshops. Grove, Reupert and Maybery 
(2013) suggest that providing children with accurate, age-appropriate 
information about mental illness can address misconceptions and fears, 
improving understanding. The authors also emphasise the importance of using 
the correct language to be able to talk about mental illness, which is something 
acknowledged by the participants in the current research.  
 Increased understanding and expression relating to mental illness has been 
linked with an increase in children’s resilience, empathy for their parent and 
improved communication between parent and child (Grove et al., 2013; Wolpert 
et al., 2015). The expression ‘knowledge is power’, conceptualises the ability to 
improve one’s circumstances as a result of increased education and knowledge 
about a personally relevant topic (Reupert & Maybery, 2009). Knowledge 
relating to a parent’s mental illness is said to provide ‘power’ to the children in 
these families and may reduce the likelihood of future mental health needs of 
their own (Reupert & Maybery, 2009). Experimental studies add weight to this 
idea, suggesting that interventions promoting open communication between 
parents and children where the parent has a mental illness can enhance the 
child’s understanding of their parent’s difficulties and reduce their 
intergenerational risk of mental illness (Beardslee, Wright, Gladstone & Forbes, 
2007).  
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Opportunities for the creative expression and communication of thoughts and 
feelings are recognised as central to the Kidstime approach (Our Time 
Foundation, 2019). Such opportunities appear to be valued and considered 
effective by the facilitators and participants in this research. The current 
research highlights that drawing and other creative activities can provide an 
opportunity for children to express themselves in a different way, when they 
perhaps struggle to verbalise their thoughts, feelings and understanding. This 
corroborates findings from previous research suggesting that creative activities 
can give meaning and aid in understanding in relation to puzzling and scary 
experiences that children encounter in their lives (Clements, Benasutti & Henry, 
2001; Engel, 1995). 
The Our Time Foundation (2019) states that Kidstime workshops provide social 
opportunities which can potentially reduce feelings of social isolation. Social 
isolation can result from the symptoms of mental illness and may also be a 
consequence of the associated stigma, disadvantage and social exclusion that 
those with mental health needs may face (Harvey & Brophy, 2011). Children of 
parents with mental illness can often find it difficult to make and keep friends 
(Cogan, Riddell & Mayes, 2005; Hall, 1996), and can grow up to become adults 
who struggle to connect with others (Foster, 2010). 
Both adults and children interviewed for the current research were able to 
recognise the impact of Kidstime on social opportunities and relationships, with 
comments reflecting reduced experiences of isolation and the promotion of a 
network of support. The findings from this research are reflective of 
Bilsborough’s (2004) research, which highlights the value of children learning 
that they are not the only one experiencing parental mental illness, based on 
their contact and socialisation with others in a similar position. 
A sense of belonging is recognised as important in relation to mental health 
(Hagerty, Lynch-Sauer, Patusky, Bouwsema, & Collier, 1992). This is 
something that emerged in the current research, with some interviewees 
referring to the Kidstime group as a ‘family’ that provide understanding and 
support. In relation to the hierarchy of human needs, Maslow (1943; 1954) 
identified belonging as a basic human need, ranking it as third most important. 
It has been posited that belonging is the missing conceptual link in 
understanding the relationship and interaction difficulties for those experiencing 
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mental illness (Anant, 1966). It has been suggested that individuals’ perceptions 
of their interactions and relationships may be far more powerful determinants of 
mental health disorders than previously thought (Antonucci & Israel, 1986). 
Interventions such as Kidstime appear to have the potential to heighten one’s 
sense of belonging and connectedness with others in a similar position, through 
the social opportunities it provides. This could potentially contribute to more 
positive mental health in the long-term for those that attend interventions such 
as Kidstime.   
The Our Time Foundation (2019) highlight an aim of the workshops as reducing 
stigma in relation to mental illness. A number of interviewees referred to stigma 
surrounding mental illness, with this being reduced in Kidstime sessions. 
Parents often reported improved confidence to talk about their mental health 
difficulties and attributed this to improved social relationships and not feeling 
judged by others. This finding is reflective of research by Weist et al., (2002), 
which suggest that school-based family support interventions can reduce 
feelings of stigma.  
As discussed, comments made in this research highlight that Kidstime provides 
opportunities for honest and open conversations about mental illness, using 
direct language. Previous research suggests that such open and explicit 
discussion has a positive impact on increasing communication and self-
expression, which can reduce stigma and increase resilience (Grove et al., 
2013; Wolpert et al., 2015). Those interviewed reflected that people are not 
used to talking so openly and frankly about mental illness, as this is not the 
norm. Despite feeling a reduction in stigma during the Kidstime sessions, a 
number of those interviewed made reference to the ongoing stigma in relation 
to mental illness that they experience outside of Kidstime. In relation to this, 
some commented that this would prevent them wanting to seek support outside 
of Kidstime. It is therefore important to consider the wider societal issues that 
may impact these families in their everyday lives. 
Research suggests that stigma tends to be fuelled by misunderstandings of the 
causes of mental illness, stereotypic beliefs, and lack of government funding 
given to support integrated mental health systems (Stuart, 2016). Findings from 
the current research reflect these misunderstandings. This links back to the 
  
 69 
theme of communication and understanding highlighted in the current research 
and reinforces the need for increased communication and teaching outside of 
specific intervention contexts, in order to address a lack of understanding and 
associated stigma in wider society. 
Although Kidstime does not claim to be a mental health intervention, some of 
the families recognised a positive impact on aspects of their own mental health 
as a result of attendance. It may be that in addressing other areas 
(communication and understanding and social and family relationships), 
parents’ situations became more positive, promoting more positive mental 
health. Some parents attributed this positive impact on their mental health to an 
increased self-awareness, understanding and acceptance. It was noted by 
some, that opportunities for creative expression allowed them to better 
understand their own thoughts and feelings relevant to their difficulties and 
situation. It follows that this may support individuals to better understand how to 
help themselves and other family members in relation to these difficulties.   
Some children also made reference to their own mental health needs. The 
notion of escapism was reflected in some of the children’s comments, where 
they positively discussed being away from the family home and ‘having more 
fun’. Cooklin (2013) highlights the importance of children being provided with 
opportunities to achieve distance from their parent’s emotions and behaviour, in 
order to better identify and understand their own emotions and experiences. 
This research highlights the value placed on opportunities to escape the 
realities of everyday life, and the chance to focus on age-appropriate activities. 
Cooklin (2013) suggests that opportunities for fun and age-appropriate activities 
rebalance the child’s ‘inverted’ role as a young carer within the family, which 
can have a positive effect on mental health.  
Research has suggested potential difficulties in parent-child relationships where 
the parent has a mental illness (Nilsson, Gustafsson & Nolbris, 2015; Petrowski 
& Stein, 2016). Comments made in the current research suggest that the 
improvement in family relationships was a reflection of the other positive 
impacts experienced: communication and understanding, improved social 
relationships, improvements in own mental health (parent and child) and 
reduction of stigma. Through learning to communicate more effectively with one 
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another, and having an understanding of each other’s perspectives, it may be 
that both parents and children are more attuned to one another.  
Previous research states that relationship formation and attachment patterns 
are pathways affected by parental mental health (Apter et al., 2017). Perhaps 
Kidstime offers time and space, with support from professionals for parents to 
become more attuned to their children, and vice versa, promoting an overall 
more positive relationship. Parents interviewed in this research commented that 
aspects of their parenting style had changed, suggesting that they are relating 
to their children in a more positive way than before. Comments made reflect 
that as a result of a better understanding of the impact of their mental illness on 
their children, some parents have adapted their response to their children, from 
one of aggression and anger to one that is calmer and more controlled. 
Research suggests that excessive, prolonged, and inappropriate anger directed 
at a child can result in problems of attachment (Brockington et al., 2013). 
Therefore, if parents are now able to change their behaviour, and respond in a 
more positive way, it follows that their relationships can also become positive. 
Research suggests that when parent-child relationships are improved, the 
child’s resilience to future mental health problems is enhanced (Rutter, 2003; 
Tienari et al., 2004, 2006). 
If relationships can be supported appropriately by interventions such as 
Kidstime, the intergenerational persistence of mental illness could begin to be 
addressed, in a preventative way, as opposed to the more reactive way that 
mental health needs are currently approached (BPS, 2018b). Kidstime however 
is not an intensive intervention, and therefore other support is likely to be 
needed to support children and families in their wider context in order to make a 
significant difference.  
In relation to the aims and impact of Kidstime, a number of barriers to the 
fulfilment of these were noted by those interviewed. One barrier was that some 
parents do not acknowledge how the needs of their children may be related to 
the parent’s mental illness and associated behaviours. To my knowledge, this 
finding has not been noted explicitly in other literature. A number of parents 
discussed the difficult behaviours displayed by their children, with this being a 
dominant narrative for some parents. Facilitator’s discussed that sometimes 
children’s needs can take up so much of the parents focus and attention, they 
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can fail to recognise how their own behaviour as parents may, in part, contribute 
to or perpetuate their children’s difficulties. Facilitators in the current research 
recognised that this can affect progress for the family. The concern around this 
is that children may begin to internalise their parent’s narrative, that the children 
themselves have a ‘problem’. At the same time, parents are not in a position to 
reflect on their own needs and behaviour, as they focus too heavily on the 
child’s behavioural presentation. If a ‘within child’ narrative continues, the child 
may not achieve the understanding that they have the ability to change and be 
resilient in relation to their situation, as they are bound by their internal 
‘problem’. These children may also end up being assessed for various needs 
without acknowledgement of their position as a COPMHN (The National Society 
for the Prevention of Cruelty to Children (NSPCC) 2015). Some of those 
interviewed made reference to this unintentional ‘scapegoating’ as being a 
societal issue, with children being “largely powerless in the system”. O’Hare 
(2017) highlights that initiatives such as the mental health first aid programme 
previously discussed, perpetuates a within-child narrative about mental ill 
health, targeting ‘treatment’ at the children, rather than recognising the wider 
systems in which they are involved, further reinforcing the misattribution of the 
‘problem’. 
Another barrier to support highlighted by the current research was a lack of 
involvement with adult mental health support services. Previous research notes 
that such services often struggle to consider the familial impact of a client’s 
mental illness (Ofsted, 2013). Family and relationship focused interventions for 
parental mental illness have demonstrated the potential to reduce the future 
costs to healthcare systems, yet such preventative interventions are often 
charity funded (Reupert & Maybery, 2011) or, as in Southbridge, funded via 
independent services requiring schools to pay. A number of those interviewed 
made reference to the lack of involvement from mental health support services, 
despite highlighting the potential advantages of this. Those interviewed did 
however acknowledge the strain on mental health support services due to a 
lack of resources.  
Some of the participants interviewed commented on the fact that Kidstime is not 
as frequent as they would like, highlighting a need for further support. All 
facilitators interviewed highlighted the long-term need for the intervention, 
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emphasising that the impact can take a while to be seen, and may never be 
recognised explicitly.  Facilitators highlighted that progress is not always linear 
and can show regression, often due to the unstable nature of the lives that 
families experiencing mental illness may live. This further emphasises the need 
for longer-term support that can be consistently available.   
 
4.4.2 Experience of the process and context of the school-linked referrals.  
This section focuses on research question 3: How do participants and 
facilitators of Kidstime experience the process and context of the school-linked 
referrals? The referral context in Southbridge is school-linked, as opposed to a 
health-linked referral system operating in all other Kidstime workshops. Based 
on the responses of those interviewed, the school-linked system was positively 
received, with participants making reference to effective identification of those in 
need and easy access to support, as well as positive communication and 
collaboration between school staff and the multi-agency team that facilitate 
Kidstime.  Those interviewed identified a need for extended support in schools, 
but also highlighted potential barriers to such support being put in place. 
Those interviewed generally felt that a school-linked referral context for 
Kidstime was appropriate and was most likely to reach families in need in 
comparison to other health-based referral contexts. This is reflected in previous 
research highlighting identification and access opportunities that schools can 
provide (Kern et al., 2017; Weist et al., 2002). The multi-professional team in 
Southbridge was deemed to be effective in triaging referrals and allocating 
appropriate support to families who need it, by exploring the systems in which a 
child is involved, rather than just focusing on the child themselves. This 
highlights the benefits of professionals such as educational psychologists, who 
form part of the panel in Southbridge. Educational psychologists are in a unique 
position to have a ‘helicopter’ perspective on a situation (Wagner, 2000), 
making links between circumstances and behaviours in order to advise on 
appropriate support.  
Interviewees were often very positive about the communication and 
collaboration between Kidstime and school-based professionals in relation to 
holistic support for the family. As the Kidstime facilitators are also employees of 
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the multi-agency team, they are able to be flexible in their support for the 
families attending Kidstime. This research highlighted the skills of the wider 
multi-agency team, which can be utilised to further support the wider needs of 
the children attending Kidstime. These professionals have the capacity to liaise 
with school staff and share relevant information regarding the Kidstime families 
in order to promote extended support between Kidstime sessions. This was 
valued by interviewees in the current research.  
The role of the parent support adviser (PSA) or family liaison officer (FLO) was 
mentioned frequently, in relation to support for both children and families. PSAs 
are in a position to build positive relationships with parents over time and link in 
with other professionals as part of a multi-agency approach to supporting 
vulnerable children and families (Training and Development Agency for 
Schools, 2009). It is relevant to note however that this role is not fulfilled in all 
schools, despite its apparent value as highlighted in this research.  
Although the school-linked referral model was highlighted as preferable, a 
number of interviewees did feel there were benefits of health-based models, in 
that they would allow access to support to a different population of those in 
need. Although health-based referrals would mean that some of the attendees 
currently at Kidstime would not have awareness or access, a joint approach 
between education and health could be beneficial in increasing identification 
and access to such interventions. As discussed in the literature review, a joint 
education and health care approach where adult and children’s services can 
work collaboratively is considered to be the best way to safeguard children and 
to plan and deliver early intervention services (Rouf, 2014).  
Those that attend Kidstime are arguably the people who are the most resilient 
of a vulnerable group, as often they have been able to overcome barriers to 
seek help for themselves or their children. It is therefore important to recognise 
the children whose parents are unable to access interventions such as 
Kidstime, or whose parents might not yet have been deemed appropriate to 
attend due to a lack of acceptance of their own needs and their possible impact. 
Participants in the current research also noted concerns around the frequency 
of the Kidstime intervention, highlighting a need for extended support between 
sessions.   
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As discussed, current mental health-based support interventions can be 
described as reactive, rather than preventative (CQC, 2017), which arguably 
have less chance of impacting the cycle of intergenerational mental illness. 
Intergenerational mental illness is not inevitable, and much can be done to 
mediate risk factors, recognise and build upon protective factors and strengthen 
the wellbeing and resilience of children and their families (Foster, O’Brien & 
Korhonen, 2012). This current research has recognised a number of ways in 
which psychoeducation and other forms of support can impact on wellbeing and 
resilience in families, and hence it may be beneficial to explore ways to 
implement such support at a preventative level in more accessible contexts, to 
increase support for children and families. 
Research evidence suggests that school-based mental health services have the 
highest likelihood of reaching vulnerable children (Kern et al., 2017) and 
increase access for families (Weist et al., 2002). Durlak et al., (2011) suggest 
that the structured environment that schools provide allows for early 
identification, prevention and intervention in relation to mental health needs. 
Supporting vulnerable children in school settings means they can access early 
intervention before they meet the criteria for specialist mental health services 
(Barrett & Turner, 2001; Kern et al., 2017). Those in need are also most likely to 
make their needs known to school-based professionals in the first instance 
(Heads Together, 2018). 
Despite the perception of interviewees that schools are well placed to support 
the needs of vulnerable children and families, there was little awareness of 
support available in schools currently. Some of those interviewed felt that 
raising the profile of mental health and illness in schools would benefit all 
children, giving them a better understanding of their own and other’s situations. 
Others felt that teaching children about mental illness from a younger age was 
important. In educating children on the topic of mental illness, vulnerable 
children themselves may be able to identify as young carers, and access 
support available.   
Significant barriers to school-based support were highlighted in the current 
research. Interviewees reported that school staff are not always trained or 
confident to approach parents in relation to topics such as mental illness and 
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therefore explicit conversations do not always happen. Interviewees discussed 
the fact that sometimes a child will be identified as having concerning behaviour 
in school, but this will not be linked to their family situation. As discussed, a lack 
of acknowledgement of a child’s wider content can lead to individualised 
support being put in place (NSPCC, 2015), which is unlikely to be as effective 
as more holistic support (Acri & Hoagwood, 2014).  It was also suggested that 
school staff are not necessarily trained to support the various needs that they 
are expected to. The guidance ‘Mental Health and Behaviour in Schools’ (DfE, 
2018) suggests that school staff cannot act as mental health experts; however, 
it also states that they should recognise emerging issues as early and 
accurately as possible and support pupils to access evidence-based early 
support interventions. This research highlights the possibility that some school-
based staff have not had the training to be able to fulfil some of these 
responsibilities. 
The perception of a lack of awareness, knowledge and confidence amongst 
some school staff to deal with issues surrounding mental illness highlights a 
potential need for support and training in this area for these staff. It is important 
to consider however that this is a discussion of the perception of support 
available in schools, rather than a reflection of what is available. However, this 
perception mirrors findings from research previously discussed highlighting a 
lack of understanding, early identification and support mechanisms in schools 
(Bibou-Nakou, 2003; Bruland et al., 2017).  
As discussed, this research has also highlighted the crucial role that parent 
support advisers (PSAs) can have in in identifying and supporting vulnerable 
children and families, due to the positive, trusting relationship they can build, 
and the support they can provide to parents. However, funding cuts in 
education budgets (Belfield, Farquharson & Sibieta, 2018) mean a number of 
schools no longer have such a professional within their school (Unison, 2018), 
meaning that teachers and other school-based staff may be next in the line of 
communication and support.  
Additional pressures have been highlighted by the current research that 
potentially impact on the ability of school staff to provide support to some of the 
vulnerable children in their care. Capacity and resourcing issues were 
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highlighted as barriers to effective support being put in place in schools, as well 
as the pressures of the national curriculum. Such pressures are widely noted in 
the literature as preventing schools from identifying and supporting the most 
vulnerable pupils (House of Commons Education Committee, 2018). 
4.5 Phase 1 summary  
The findings from phase 1 of my research suggest that the Kidstime intervention 
in Southbridge is successful in addressing the aims set out by the Our Time 
Foundation (2019). The intervention provides education to families regarding 
mental illness and its potential effects and provides families with the language 
needed to improve communication. The impacts of the intervention highlighted 
in this research include: increased understanding and communication, improved 
social connectedness and reduced isolation, an improvement in own mental 
health and an improvement in family relationships and functioning. These 
findings are reflective of Wolpert et al.’s (2015) findings with regard to the value 
of sharing time with those in a similar position, opportunities for learning and fun 
and recognising an impact on family relationships. The current research builds 
on these findings to recognise the components that contribute to a positive 
impact on families and clarifies the mechanisms by which Kidstime might impact 
on family relationships. This research also recognises the views of the 
facilitators of Kidstime in relation to their experiences and the barriers to 
progress that are observed. The current research also focuses on a school-
linked referral model, rather than the traditional health service-linked system.  
The themes and subthemes highlighted in this research can be seen to be 
interlinked. Kidstime is considered to support attendees in a number of ways, 
that lead to an improvement in overall wellbeing. This research suggests that 
increased communication and the ability to express oneself leads to increased 
understanding regarding parental mental illness. This can reduce feelings of 
stigma and increase a child’s resilience (Grove et al, 2013; Wolpert et al., 2015) 
in relation to their parent’s mental illness and own mental health. This improved 
communication and understanding can also promote more positive relationships 
within the family, as individual family members may become more ‘attuned’ with 
each other and have a better understanding of others’ circumstances and 
perspective. The Kidstime intervention provides social opportunities both within 
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and between families, allowing them to discuss their difficulties in an open and 
honest way. This can lead to an increased sense of social connectedness and 
belonging, which may impact positively on mental health.  
The school-linked referral context in Southbridge was positively received. Those 
interviewed made reference to increased opportunities for schools to identify 
potential families in need of Kidstime support, as they have increased access to 
children and families. Interviewees also made reference to the value of the 
communication and collaboration regarding support for families between the 
school-based professionals and Kidstime professionals.  
Barriers to the successful fulfilment of the aims included; misattribution of 
problems as being ‘within child’, rather than a product of their situation, a lack of 
collaboration with mental health support services and concerns around the 
regularity of Kidstime workshops as too infrequent. Findings from this research 
also suggest a need for further support outside of the Kidstime context, most 
notably in schools, in order to increase the availability and continuity of support 
for these vulnerable families who may not have access to any other services.  
 
4.6 Link to phase 2  
Findings from phase 1 highlight the positive impact that a family-focused 
intervention such as Kidstime can have on children and their parents. Phase 1 
did however reveal that further support for these families is needed, and that 
interventions such as Kidstime can only go so far in offering support for this 
vulnerable group. The Kidstime intervention itself, as well as the school-linked 
referral context in Southbridge was positively received. However, such 
interventions are not accessible for all families. The Southbridge Kidstime 
referral process itself deems that some families are not yet ready to engage in 
such an intervention. For phase 2a of my research, I therefore sought to explore 
the needs of COPMHN and their perception and experiences of school-based 
support. Phase 2b explored the awareness and understanding of school staff in 
relation to this vulnerable group, the availability of support and ideas for future 
support.  
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Chapter 5: Phase 2a 
5.1 Phase 2a overview.  
Phase 2a was an exploration of the views and experiences of COPMHN in 
relation to their needs and experiences of school-based support.  In this phase I 
employed the use of focus groups, as summarised in chapter 3. Participants 
included four year 11 students and four year 8 students from one secondary 
school in Southbridge.  
 
5.2 Research aims and questions 
 
Research Question 4: How do COPMHN perceive their additional social, 
emotional and mental health needs? 
Research Question 5: How do COPMHN perceive the support available to 
them in schools? 
Research Question 6: What support do COPMHN of secondary age think 
could be implemented for their group in schools? 
 
5.3 Phase 2a Findings 
In this section, the findings from phase 2a will be presented. Global themes will 
be presented and discussed in relation to the subthemes that contribute to 
them. Figure 3 shows the global themes and subthemes derived from the phase 
2a data.
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5.3.1 Impact of mental illness within the family  
During the focus groups, children discussed the impact of familial mental illness. 
Despite being identified by school staff as having experienced parental mental 
illness, not all children chose to discuss this explicitly and hence the theme 
refers to impact of mental illness within the family. 
 
 
 
 
 
 
 
5.3.1.1 Additional responsibilities 
Students commented on a variety of responsibilities that cause them additional 
stress and sometimes interfere with school-based responsibilities and social 
needs. These included emotional and practical responsibilities. Children often 
referred to the more-adult like responsibilities that they must take on. 
 “You’ve got to grow up a lot quicker than you should have to… You’ve 
gotta go do shopping… you’ve gotta cook tea… you’ve got all the 
emotional strain on you, while you’re trying to study for exams, while your 
trying to have a normal life, trying to, like, socialise with your friends” 
(Annie).  
 “It’s the late nights, the early mornings, the emotional drainage, it’s not 
easy, especially because we are kids as well…” (Chloe).  
 
Some students discussed the responsibility they feel for their parent and the 
impact that this has.  
“How can I put myself first when I’m the only person in the house with my 
mum? She’s screaming in pain, she can’t do anything herself, trying to 
like overdose on her tablets…” (Annie).  
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5.3.1.2 Impact on own mental health 
Some children referred to mental health needs of their own.  
“I have… anger issues and stuff like that” (Daisy).  
“What I don’t get about my anger issues is that I can control it in school 
but at home… I can’t control it” (Ashley).  
 
One child commented that he felt his parent’s mental health needs were 
‘passed on’ to him. 
 “It’s like, it gets passed on because you are depended on by someone 
with a mental illness and you have a lot of responsibility at home, and 
especially when you come to school, it’s a lot on your shoulder” (Brad).  
 
Children discussed their thoughts and worries about the future, which they felt 
impacted on their ability to focus and engage in their learning.   
 “It kind of just stresses you because you’re having to learn, but you can’t 
think straight and then you get yourself in to a mindset that ‘right if I can’t 
learn this, what’s my GCSEs gonna be like? And over think it. Your head 
is in such a bad space…” (Chloe).  
 “I overthink everything all the time. I always think about when I move out 
how am I going to get money… if I don’t get a job because I don’t get my 
GCSEs…” (Darcy).  
 
5.3.1.3 Need for respite 
A number of the students spoke positively about spending time away from their 
responsibilities, highlighting a need for respite.  
 “When I’m out with my friends, I don’t care about anything, I just don’t 
care, I’m happy” (Daisy).  
 “They do a young carers festival where you can actually get away for the 
whole weekend… I think that it’s stripping us of that really big emotional 
weight” (Chloe).  
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5.3.1.4 Need to present as strong and capable 
A theme that emerged was a need to present as strong and capable. Children 
emphasised the importance of feeling or appearing in control.  
 “Bursting out crying is not a good thing for us, we wanna keep it in, we 
wanna keep controlled, for when we go home …” (Annie).  
 “You wanna be a strong person don’t you? You don’t wanna show 
anyone you’re weak” (Darcy).  
 
5.3.2 Experiences of support 
 
 
 
 
 
 
5.3.2.1 Understanding 
A number of children commented on experiencing a lack of understanding from 
some of the adults supporting them.  Some children felt that academic 
achievement was considered above and beyond emotional wellbeing. Some 
children felt that some school staff had not been considerate of the child’s 
circumstances. 
 “If you didn’t do well, you pretty much got kicked off the course, it was 
your fault you didn’t do well, nothing to do with anything that was going 
on at home… they shout at you no matter what, make you cry and then 
be like ‘sorry about that, we do know what’s going on’, sorry no… no you 
don’t!’ you wouldn’t do that in the first place if you did know what was 
going on” (Annie).  
 
Some children commented on a lack of understanding from their own friends 
and highlighted that they felt their difficulties had been minimised.  
“I said to someone who is like my closest friend, [I live] at home with 
someone who is suffering depression and she went ‘oh yeah I know 
about that’ and I just thought, well you don’t really know because I 
haven’t told you … she said ‘oh don’t tell me anymore, I don’t care’, it just 
felt really upsetting…” (Cassie).  
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Many of the children commented on feelings of isolation and on the importance 
of having a connection with someone who understands them and has been 
through a similar experience.  
 “It’s like, imagine a snail shell, really random, but it’s like, you’re in there 
and there is no one else technically in the same boat that you can relate 
to and even if there is they are really, really hard to find” (Daisy).  
 “If I was having a really low day, and I wanted to speak to someone it 
would help me a lot knowing that I could come to one of you guys” 
(Chloe).  
 
5.3.2.2 People and places 
In relation to positive experiences, children referred to places they can go if they 
are experiencing difficulty and people that they could access for support. 
 “You can have time to relax, and if you are feeling under pressure you 
can stay and do your work in the support base, it’s a lot easier, you’re 
less under pressure” (Brad).  
 “My tutor will give me a big hug and then let me calm down in her office” 
(Daisy).  
 “I’ve got Miss Roberts, because she’s the one that like, actually listens” 
(Cassie).   
 
A number of children discussed negative experiences of support from school-
based professionals throughout their school life, although some of these were 
related to a previous school setting.  
 “We’ve been pushed away when we’ve asked to speak to someone, 
we’ve been told ‘just don’t worry about it, just go to lessons and see how 
you feel after’, we’ve just been shut down when we needed help the 
most” (Chloe).  
“The only reason I don’t [seek support] is because I’ve been bullied since 
I was in nursery, so I don’t really feel safe anywhere” (Ashley).  
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5.3.2.3 Trust  
Some children felt they didn’t have an adult in school that they felt comfortable 
talking to, with a lack of trust being a common reason as to why.  
 “I don’t think I could go to any of the teachers in this school I think they 
are all like snakes. I don’t trust any teachers in this school” (Darcy).  
 “I’ve had a bad past, I don’t wanna talk about it, but it’s basically made 
me push everyone away because I used to have someone I trust, and 
then they betrayed me” (Beth).  
 
Confidentiality appeared to be important across both of the groups interviewed. 
Children raised concerns about other’s knowing about their situation and the 
support they access.  
 “People always want to know your business, like when you get notes to 
go places they are like ‘oh where do you have to go?’ and when I say I 
don’t wanna tell them they say ‘tell me I won’t tell anyone’” (Cassie).  
 
5.3.3 Contributions to future support 
 
 
 
 
 
 
5.3.3.1 Stigma / parental teaching 
A number of children discussed the stigma surrounding vulnerable groups in 
their secondary school, with some suggesting that more education about mental 
illness might prevent stigma and bullying in the future. 
 “I got teased because I was walking over to support base to get 
something and they were like ‘look you’re a little freak, you just came out 
of support base’” (Beth).  
 “I think if maybe they are just taught about all the mental illnesses, I 
think it would help to prevent [bullying] in secondary maybe” (Darcy).  
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“If people knew what other people had to go through at home, then there 
wouldn’t be things like bullying… people would take more care in what 
they’re saying” (Daisy).  
 
The children also discussed their experiences of adults fuelling stigma around 
vulnerable groups and highlighted the need for such adults to have a better 
understanding.  
 “…even the parents, there is this boy who was adopted, he’s had quite a 
hard life from the beginning and my sister in law, she’s like, “he’s a bit 
weird… he’s a bit strange isn’t he? …he’s really naughty”… That’s why 
people don’t have the understanding because all their life they have 
been told “stay away from the kids that, you know, don’t fit in as much” 
(Chloe).  
 “ …if kids were taught in primary, they could be to their parents “Oh, well 
the teacher’s told me that they’re a little bit different, they’ve got 
something else going on, but it’s okay to be different…” (Annie).  
 
5.3.3.2 Improvements in school-based support 
On the topic of improvements to school-based support, children made a number 
of recommendations, drawing on their own memories of effective teaching and 
support. Children mentioned the importance of learning more about emotions, 
both good and bad, through visual and practical experiences.  
 “you could have someone that suffers from [mental illness] go in to 
school and talk about what it’s like and how it affects you on an everyday 
basis” (Brad).  
 “I think for kids it’s all about visual learning isn’t it? Puppets, videos, stuff 
like that, even plays. I used to get a lot from that and I still remember 
now” (Daisy).  
 “I feel like in primary, emotions are key, you learn a lot about emotions 
so maybe stating bad emotions, stating what emotions can do to you…” 
(Chloe).  
“it’s okay to feel bad emotions…” (Annie).  
 
Linked back to children’s own experiences of positive school-based support, 
they also discussed the importance of places to ‘escape’ when things become 
overwhelming both in school and in their everyday lives. 
“I think just a little building for all those people that are, feeling like it’s 
way too much and they can just go somewhere and forget about it. Just 
to relax” (Brad).  
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 “A room that you could just go in and just sit and you don’t have to talk 
to anyone about anything…” (Daisy).  
 
Some children identified a need for an extended period of time away from 
responsibilities.  
Chloe (to Beth): “Do you think going away for residential is more effective 
than like an hour speaking to somebody?” 
Beth: “It’s a bit more effective because it helps get my mind off it for 
longer”.  
 
5.3.4 Collective identity 
 
 
 
Despite the children not knowing each other before the group interview, the 
year 11 group very quickly appeared to form a collective identity, with children 
making reference to a collective ‘we’. 
 “If somebody was put in to any of our shoes, it would be really hard to 
handle but…  we’ve all adapted to it” (Chloe).  
“We’ve been shown we can’t trust” (Darcy). 
“We’ve been shown the worst. And now this is where we are, feeling like 
we can’t even confide in somebody” (Chloe).  
 
The children began nodding and agreeing with each other’s comments, 
reflecting back what others had said, particularly in relation to challenges and 
difficulties, with a sense of coming together to express frustrations and 
injustices. 
Darcy: “and [teachers] don’t care do they?” 
Annie: “they don’t care”.  
 
A sense of collective identity was also evident in the year 8 group, but more in 
relation to an ‘us’ and ‘them’ attitude (carers/non-carers or experiencers/non-
experiencers). When referring to the ‘Who Cares?’ project, Brad commented:  
 “it’s raising awareness and basically showing them that it’s not easy”.  
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5.4 Phase 2a Discussion  
In this section I will discuss the phase 2 findings in relation to the research 
questions for phase 2a, with reference to relevant literature.  
 
5.4.1 Impact of mental illness within the family on children  
This section is relevant to research question 4: How do COPMHN perceive their 
additional social, emotional and mental health needs? The children interviewed 
referred to their lived-experience regarding the impact of familial mental illness. 
These children noted additional responsibilities, a negative impact on their own 
mental health, a need for respite opportunities and the need to feel in control. 
These perceived needs have implications for support.  
Research previously discussed highlights the confusing, stressful and traumatic 
nature of living with and/or caring for a family member with mental illness (The 
Children’s Society, 2008b). The children interviewed often referred to caring 
responsibilities and the stress and emotional strain that this can cause. 
Research by Evans and Fowler (2008) suggests that often COPMHN must 
demonstrate maturity beyond their years, dealing with medication and providing 
emotional support, which can have a negative effect on their school work and 
social lives.  Such responsibilities were reflected in the comments made by the 
children in this research.  
The SCIE guidelines (2009) highlight that children caring for a parent with a 
mental illness are likely to require social support in relation to their additional 
responsibilities and the impact of these. However, the children interviewed 
report inconsistent support in relation to their needs, with some highlighting that 
they do not feel adequately supported by professionals. Others discussed that 
their parent’s mental health needs were not supported appropriately, leaving the 
children to deal with the consequences of this. This finding therefore highlights 
a need for support in relation to the additional responsibilities that these children 
face. This however relies on identification of COPMHN by those supporting 
them and an understanding of how their home lives can affect their wellbeing.  
A number of the children interviewed expressed having mental health needs of 
their own, despite this not being a pre-planned topic of discussion. A child’s 
mental health needs may be an impact of living with a parent with mental 
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illness, in line with the notion of an intergenerational impact (Johnston et al., 
2013). Cooklin (2013) discusses a universal need for children to make sense of 
their parent’s behaviour. In attempting to understand the behaviour and thought 
processes of a parent with mental illness, children’s own thinking and emotional 
development can be disrupted, when their interactions and communications 
with their parent do not make sense (Cooklin, 2013). Reupert et al., (2012) 
highlight the increased likelihood of COPMI developing mental health needs of 
their own, as a result of various genetic, individual, family and environmental 
risk factors.  
The children interviewed reported a number of anxieties relating to their future. 
These worries were reported to result in a self-fulfilling prophecy, whereby 
worries about their situation affected their ability to engage in their education, 
which led to further worries about being behind with academic work and worries 
about the future. Similar difficulties have been highlighted by Cleaver et al., 
(2011), which suggest that COPMHN experience difficulties in education and 
often a loss of education due to emotional distraction and stress. It is important 
to recognise the impact that this may have on motivation and ability to engage 
in school-based activities and consider the support implications of this. This 
research suggests COPMHN may have emerging mental health needs of their 
own, which appear to be relating to caring responsibilities. This finding 
highlights a need for mental health support services to be available to these 
children in schools. It is also important to consider the therapeutic needs of 
these children throughout their education. 
One focus group participant (Annie) felt that academic achievement was the 
primary concern for some teachers and that they did not always consider the 
difficult circumstances for some children that could impact on attainment. This 
highlights the difficult position of school staff when they are judged 
predominantly on the attainment of their pupils. This finding mirrors previous 
research findings suggesting that schools operate with high expectations for 
academic success which can counter a wish to support individual pupils in 
relation to mental health and wellbeing needs (Brownlie, 2014).  A recent 
update to Ofsted’s inspection framework (Ofsted, 2019) allows for the 
recognition that schools are supporting pupils as best they can, taking account 
of challenging circumstances. This development may relieve some of the 
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pressure for teachers that may feel the need to consider academic attainment 
above all else, even for the most vulnerable groups. 
Respite opportunities have been highlighted as an important support 
consideration for COPMHN (Reupert & Maybery, 2007) due to the impact of 
parental mental health needs. Children in the current research referred to the 
importance of having time and space to compose themselves when they are 
having a difficult time and spoke highly of respite opportunities. Children 
interviewed discussed the importance of extended periods of time away from 
their everyday lives to experience freedom from their responsibilities.  
Children interviewed referred to the need to appear strong and capable and 
expressed discomfort with displaying vulnerability or a lack of emotional control. 
This has implications in terms of accessing support, in that these children are 
unlikely to admit they need help. A comparable finding is reflected in other 
research by Becker (1995), highlighting a controlling nature as a possible 
outcome associated with being a young carer. Research by Foster (2010) 
suggests that the need to control for COPMHN is common, often due to feeling 
unsafe in the home environment.  
Participants’ comments reflect that having emotional control and being strong 
and reliable may be a key component of their identity as young 
carers/COPMHN. In the often-chaotic world of mental illness, it may be that 
these children seek to control the aspects of their lives they are able to.  
Admitting the need for help may therefore be detrimental to their self-concept, 
challenging the belief that they can take control of their situation. It may be that 
the thought of needing help or support creates cognitive dissonance, whereby 
their thoughts and feelings about support are inconsistent with their attitudes 
and beliefs associated with their young carer identity. Some of the children were 
negative in their discussions of support available to them as young carers and 
presented the narrative that they could not be appropriately supported by 
someone who did not have lived experience of what they had been through. 
Cooklin (2013) highlights that often, COPMI can feel patronised by 
professionals, which is something they strongly object to. It may be that this 
also challenges aspects of their identity relating to being strong and capable. It 
is important to note that the above discussion is my interpretation of the 
comments made and was not made explicit.   
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This finding highlights the importance of professionals supporting COPMI to be 
aware of a possible need to feel in present as strong and capable and feel in 
control. Support for this population should therefore be planned alongside the 
children themselves, utilising person-centred/family-centred planning principles.  
 
5.4.2 Experiences of support 
This section is relevant to research question 5: How do COPMHN perceive the 
support available to them in schools? The children interviewed spoke in detail 
about both positive and negative experiences of school-based support. Children 
referred to the importance of those supporting them having a genuine 
understanding of their situation and the potential impact. They also discussed 
people and places that they can access for support. Trust was identified as a 
difficult concept for some children, with a common theme of mistrust emerging 
from those interviewed.  
Understanding was a central theme throughout the group interviews, with a 
consensus that the key to effective support arises from an understanding of, 
and respect for, COPMHN’s circumstances. Children referred to effective 
support in relation to understanding and empathetic responses from 
professionals who make time to listen. Negative experiences of support were 
based on a lack of understanding or consideration from others in relation to 
COPMHN situations, as well as a lack of predictable, responsive and consistent 
support. Children also discussed some unhelpful responses in times of need, 
that they felt minimised the seriousness of their situation. This finding is 
mirrored by research by Bruland et al., (2017) suggesting that school-based 
professionals often don’t know how to approach situations involving parental 
mental illness. This finding again reinforces the importance of increasing 
awareness and understanding of vulnerable groups. It is important to note that 
often COPMHN felt that the very nature of their caring responsibilities meant 
they could not always access the people and places set up to provide support 
for them. This is therefore an important consideration in the planning and 
implementation of future support.  
Previous research highlights that COPMI can experience bullying (Grove et al., 
2013), reflecting a lack of empathy and understanding from peers. Findings 
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from the current research reflect this experience of a lack of understanding from 
peers in general, but also from friends. This finding highlights a need for 
increased awareness and understanding of parental mental illness and mental 
illness more generally, in order to build capacity for peer support. The majority 
of children interviewed did however speak positively about support from peers 
who have had similar experiences to themselves as preferable to support from 
adults. This further highlights the importance of providing social opportunities for 
children who have shared experience of parental mental illness.  
A number of children spoke of the importance of a place to go in school when 
they are experiencing difficulties in relation to their situation, where they could 
either talk to someone or be alone. Despite their apparent need to access such 
a space, children discussed a stigma around accessing support in school, often 
reporting a negative reaction from peers in relation to accessing a support 
space. This finding supports previous research highlighting that children do not 
always seek help in school for their difficulties due to stigma (Bowers, Manion, 
Padadopoulos & Gauvreau, 2013).  
Some children interviewed felt they had someone they could speak to in school 
if needed, but this was not the case for all children. Even when it was felt there 
were adults available, sometimes children did not feel able to approach them, 
as they felt they would be misunderstood, or because they did not have trust for 
such adults. Murphy, Peters, Wilkes and Jackson (2015) highlight a mistrust for 
others among those who have experienced parental mental illness. A lack of 
trust for others was a common theme in relation to support highlighted in the 
current research. One of the participants (Darcy) was reluctant to contribute to 
the discussions initially. She later contributed in relation to expressing distrust 
for others, based on her previous experiences. I therefore wonder if maybe she 
felt I couldn’t be trusted initially.  
As some of the children interviewed identified themselves as young carers, it 
may be that they have always been the ones that others rely on, and that 
previous experiences have reinforced the idea that they cannot rely on others to 
have their own needs met. It may also be the case that these children have had 
negative experiences of support over time, and they are now left feeling there is 
little point in accessing support available. This could be understood in relation to 
the notion of child learned helplessness (Evans, 2003), whereby children have 
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experienced so many failed attempts at having their needs met that they no 
longer persist at attempting to gain support from others.  
I recognised that as the focus group discussion progressed, particular children 
were more eager to discuss negative experiences of support, despite previously 
expressing positivity about the support available to them. It is important to 
consider whether the more negative comments were made in order to conform 
to the direction of the group discussion, or whether they felt able to be more 
honest and trusting as the interview went on. I am inclined to believe the latter 
is the case, as these children were able to illustrate their comments with 
concrete examples, with their frustrations appearing to be genuine. These 
observations have implications for support, as they highlight the importance for 
those supporting this group to take time to build up a positive, trusting 
relationship with these children. This also has implications for future research, 
when attempting to explore the thoughts and feelings of this vulnerable group.  
 
5.4.3 Contributions to future support  
This section is relevant to research question 6: What support do COPMHN of 
secondary age think could be implemented for their group in schools? Children 
are experiencing increasing pressure in schools and a lack of time for individual 
support and response from teachers as a result of the accountability agenda in 
England (Hutchings, 2015). The most damaging effects of this are on 
disadvantaged pupils, who are still expected to follow the same curriculum and 
achieve in line with national levels regardless of their needs and circumstances 
(Hutchings, 2015). Children experiencing parental mental illness report having 
additional difficulties and conflicting responsibilities. This current research 
shows that these children can find the school environment particularly 
overwhelming and would benefit from increased support and respite 
opportunities.  
Children interviewed discussed possible ideas for future support for COPMHN 
in schools. Often children used their own experiences of positive support 
discussed previously to inform their ideas. Key themes related to the 
importance of educating both children and adults about mental illness to reduce 
stigma and supporting younger children in schools to begin to understand the 
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foundations of mental illness. Some children referred back to the importance of 
a designated space to use when things became overwhelming in school and 
the importance of people who understand their situation. 
In relation to improvements for the future, children referred to the importance of 
increased education for children from a younger age. interviewees felt that in 
teaching children about mental illness in an age-appropriate way from a 
younger age and addressing misconceptions, it may prevent some of the 
teasing and bullying that they have witnessed or experienced. The importance 
of psychoeducation in mental health is widely discussed in the literature 
(Cooklin, 2013). Children in the current research made specific reference to the 
importance of visual and interactive experiences to educate children about 
important topics, emphasising the memorability of such learning. One child 
(Annie, year 11) discussed the importance of teaching younger children that it is 
okay to feel bad emotions. I question whether this was something missing from 
Annie’s education when she was younger, considering the comments she also 
made in relation to the need to present as strong and capable. It is possible that 
Annie wasn’t provided with opportunities to learn about dealing with negative 
emotions as a child, which has had an impact on her coping strategies as an 
older child. This also links in with the lack of trust for others previously 
discussed. If these children do not feel able to trust others or rely on them for 
support, an alternative option for survival may be a facade of strength and 
independence, as they may feel it is not okay to appear vulnerable.  
A number of children discussed their experiences of stigma surrounding 
vulnerable groups being passed on to the next generation, due to a lack of 
understanding from parents, and felt this needed to be addressed. Children 
discussed their experiences of parents telling their children to “stay away from 
the kids that… don’t fit in as much” (Chloe, year 11), due to a lack of 
understanding and empathy about the difficult situations of others. I 
conceptualise this as an ‘intergenerational cycle of misunderstanding’. Hinshaw 
(2009) discusses the notion of the ongoing stigma around mental illness and 
posits that “a far brighter future will emerge when knowledge replaces 
ignorance” (p. 17). Children’s comments reflect this idea that education is the 
main route to reducing stigma. Some children referred to the possibility of a 
bottom-up approach, whereby children educated in schools might be able to 
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support their parent’s understanding of the difficulties faced by vulnerable 
groups and how they might be supported.  
Relevant to support for the future is the theme of a collective identity for 
COPMHN, which was a theme arising from the current findings. One theory is 
that the formation of a collective identity supports a sense of belonging to a 
group. Themes from phase 1 and 2a reflect feelings of social isolation and 
stigma; therefore, I suggest that this collective identity could provide children 
with a sense of belonging, supporting them to feel less alone in their situation, 
as highlighted in other research by Wadey (2015). Being part of a group 
whereby similar experiences can be shared openly, might also allow for children 
to make sense of their own experiences more easily.  
The formation of a collective identity might also provide a platform for potential 
collective action (Van Zomeren, Spears & Leach, 2008), which is likely when 
group identity facilitates group-based emotions such as anger, based on group-
based appraisals such as unfairness. Research suggests that found that if there 
is a strong relevance for group identity, this can overpower any feelings that 
that group may have about a lack of group-efficacy to affect change (Van 
Zomeren et al., 2008). Both strong emotions and feelings of injustice were 
expressed by interviewees in the current research. The experiences discussed 
by those interviewed generally became more negative as the focus group 
progressed. Children who hadn’t previously contributed appeared to feel more 
able to contribute as the group identity appeared to form. This could be due to 
children feeling more able to express their views, as a result of increased group 
identification, reflected by the social identity model of deindividuation (Reicher, 
Spears & Postmes, 1995). This could also be due to an increase in trust for me 
as an interviewer, or conformity to the nature of the discussion as directed by 
other interviewees. Although children did appear at times to be frustrated by 
their situation and the lack of appropriate support available, some children 
displayed a sense of helplessness in relation their situations. Bearing in mind 
the aforementioned research regarding group identity (Van Zomeren et al., 
2008), providing children with opportunities to come together and support one 
another might therefore result in the group feeling more able to express their 
needs and frustrations, and feel more empowered to take action to make things 
better for themselves. 
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5.5 Phase 2a Summary  
The findings from phase 2a of my research highlight a number of perceived 
difficulties and additional needs for secondary school children experiencing 
mental illness in their families. These children noted additional responsibilities 
which often conflicted with school-based and social expectations. These 
children often recognised a negative impact on their own mental health and an 
increased need for additional respite from their responsibilities. These children 
also recognised a need within themselves to present as strong, capable and in 
control in the face of difficulty. 
In relation to their experiences of support, children often felt strongly that a 
genuine understanding of their needs as COPMHN was key to empathetic and 
appropriate support. However, these children often felt let down, misunderstood 
and unsupported by professionals and peers. Children often felt that the impact 
of their situation was underestimated by those around them, leading to 
unhelpful suggestions. The children interviewed made reference to the 
importance of key people to whom they could approach for support, although 
not all children felt they had such a person in school. Children interviewed 
referred to the importance of ‘safe’ spaces to go in school when experiencing 
difficulty in order to access support or regulate themselves emotionally. Trust 
was raised as a key aspect in relation to accessing support, with many children 
reporting a general lack of trust, based on their previous experiences.  
In relation to future support, children highlighted a need for increased efforts by 
schools to reduce the stigma associated with mental illness and additional 
needs generally, as this was something they still experienced in their everyday 
lives. Children emphasised the need for increased education and understanding 
around poor mental health, and the importance of promoting the message ‘it is 
okay to feel bad feelings’. Children interviewed often felt strongly that they 
would like a place to be able to go in school when things are particularly difficult 
at home, or when they are finding the school environment overwhelming and 
need some time to be calm.  
Children interviewed within the group situation soon appeared to form a sense 
of collective identity. It is likely that this was brought on by the sharing of similar 
experience and connecting with others who appear to understand the difficulties 
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associated with familial mental illness.  
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Chapter 6: Phase 2b 
6.1 Phase 2b overview 
Phase 2b was an exploration of the views and experiences of school SENCos 
in relation to their knowledge and experience regarding COPMHN and their 
capacity for supporting this group. In this phase I used semi-structured 
interviews to explore the views of five SENCos from the Southbridge area.  
 
6.2 Research aims and questions 
Research Question 7: How are the needs of COPMHN perceived by school 
staff? 
Research Question 8: What support is currently available to support COPMHN 
in primary schools?  
Research Question 9: How do school staff feel support for COPMHN could be 
implemented in schools? 
Research question 10: What are the barriers to supporting COPMHN in 
schools?  
 
 
6.3 Phase 2b Findings 
In this section, the findings from phase 2b will be presented. Global themes will 
be presented and discussed in relation to the subthemes that contribute to 
them. Illustrative quotes from participants are also provided. Figure 4 shows the 
global themes and subthemes for phase 2b. 
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6.3.1 Staff perception of the needs of children of parents with mental 
health needs 
 
 
6.3.1.1 Potential child protection needs 
SENCos recognised that COPMHN were at a heightened risk of abuse and 
neglect in relation to parental mental illness in the family.  
“We are always hypervigilant of that child’s child protection needs” 
(Charlotte).  
 
SENCos often referred to their own professional experiences of child protection 
concerns in relation to a parent’s mental illness for children in their school 
setting. 
“As a result [of not accepting support], their child is being emotionally 
abused at the moment, so social care are involved, but it’s [not] meeting 
the thresholds, but we can see the damage it’s causing to the child” 
(Lisa).  
 
6.3.1.2 Social, emotional and mental health needs 
All of those interviewed referred to the social, emotional and mental health 
needs that can be experienced by COPMHN. SENCos often referred to some of 
the reasons why children might present with these needs. 
“Quite often, there will be a clear need for control…possibly, because at 
the home the environment is erratic… if parental responses aren’t clear 
and consistent. You don’t know what response you’re going to get from 
your parent, so you start building a need to control your life… Our 
children can’t express that, so they show us through some, sometimes 
very challenging behaviours” (Charlotte).   
“I would say how we tend to know… is through the behaviours of the 
children.  Looking at those little signs that help us to build up a picture of 
okay, what is going on for the parents?” (Tanya).  
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SENCos often recognised the need to meet the social and emotional needs of 
COPMHN before these children are able to focus on their learning.  
“If you come in to school stressed and upset, and not able to cope with 
anything then you’re never going to learn…” (Laurie).  
“That has always been my argument, they are not going to learn unless 
they feel safe and secure” (Lisa).  
 
SENCos were able to notice how parental mental health needs might impact on 
the child’s opportunities and experiences, their perception of the world and their 
own mental health needs.  
“...their own mental health, their own experiences, their own access to 
play, relationships, friendships, if they have to be a young carer and their 
perception on the world, living in a world where mum stays on the sofa” 
(Tanya).  
“Some children are super good for a reason, and they are super good 
because it keeps everything on an even balance” (Charlotte).  
 
Some of those interviewed noted the additional difficulties often faced by 
COPMHN, that may further contribute to or perpetuate their needs.  
“Social deprivation and mental illness are interlinked to a greater or 
lesser degree” (Vanessa).  
“A lot of [COPMHN] end up becoming a carer, so they’ve got that 
additional responsibility, so we give them the TLC that they need in 
school” (Lisa).  
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6.3.2 Support available in school 
 
 
6.3.2.1 Schools as well-positioned to offer support 
Reflected in SENCos comments was the idea that schools were a central part 
of their local community and were well-placed to provide a wide range of 
support to children and their families.  
“The school is the community and the ‘hub’” (Tanya).  
“We laugh and call us the ‘one stop shop’ at the moment because 
everyone comes to the school. We provide counselling, we provide play 
therapy, we provide wraparound care…” (Lisa).  
 
SENCos all referred to the idea that schools are in a position to get to know 
children and families very well and can ‘build up a picture’ over time. Therefore, 
they are able to notice changes in behaviour that may require additional 
exploration and support.  
“Me and my class are together all of the time, so you can build up that 
picture… I can tell what kind of morning they have had by what their 
parents are like with them” (Laurie). 
“The child was the presenting issue, but the more we work with the 
family, the more we realise it’s not actually her issue at all, it’s the 
parent’s” (Vanessa).  
 
SENCOs also noted that: “it can sometimes take a couple of years to actually 
know the depth of mental health needs” (Tanya).  
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SENCos also mentioned opportunities in schools for incidental teaching in 
relation to mental health in order to embed some of the learning and linking it to 
the children’s experiences. 
“I spoke to my class about it today and they are all a bit narky with each 
other because it’s the end of term and it’s a Monday, and I was like, let’s 
go back to this (mental health display) and talk about this” (Laurie) 
“[We] unpick it a little bit. Asking “how does your body feel when you are 
sad?” and actually recognition that you can be sad in different ways” 
(Charlotte). 
 
SENCos often discussed the way in which schools often promote open 
communication with parents, in order to better understand and support the 
children in their schools.  
“We have a pre-school interview with the parents and basically start 
making it clear to those parents that we do ask the difficult questions. We 
ask them questions around ACEs at the start” (Charlotte).  
“We have a really good system in foundation where the parents are 
invited in to school and they do a lot with the children in school. That gets 
parents quite confident to come in” (Vanessa).  
 
SENCos also referred to links with external support services, including the local 
multi-agency support team, CAMHS, social care services, other charity-based 
services and other schools in the community.  
“We have a lot of support for mental health in school from the multi-
agency team… We employ counsellors and learning mentors” 
(Vanessa).  
“We also tap in to other agencies like the family intervention project and 
they support families to do with mental health” (Tanya).  
“We signpost wherever we can and if I can’t think of anything, I’ll call up 
another school” (Lisa).  
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6.3.2.2 Staff knowledge, awareness and skills 
The majority of SENCos referred to wide-ranging skills evident within their staff 
in school. Many of those interviewed were from schools that had received ‘ACE 
Lens’ or ‘trauma-informed schools’ training.  
“We have a range of staff with a range of skills. I think we have a lot of 
unconsciously competent people here” (Charlotte).  
 
SENCos often referred to the key role played by family liaison and parent 
support staff in their schools in supporting the needs of vulnerable children and 
families.  
“We have a parent support adviser, who is also a children and families 
coordinator who has years of experience working with families…” 
(Tanya).  
 “[our] family liaison will check in with parents. She is outstanding. She 
gets those hard to reach parents… She will go to appointments with the 
parents, she’ll get parents in, she’ll taxi parents, she’ll sort their finances 
out” (Lisa).  
 
6.3.2.3 Whole-school approaches to mental health education and 
awareness 
The majority of SENCos interviewed referred to the idea that their approach to 
mental health and emotional wellbeing was part of the whole school ethos and 
approach, enabling support to be put in place. SENCos also referred to the 
overall environment and atmosphere of their school as being conducive to 
support.  
“I think it’s part of the whole package of what we do. It’s because of the 
ethos we’ve got that enables that to happen. We have so many staff 
meetings on ACEs, so many staff meetings on THRIVE and supporting 
children with feelings and behaviour” (Charlotte).  
“There’s a whole lot we can do in school through the support we have 
and just the whole school atmosphere, where a child can have those 
positive nurturing relationships” (Vanessa).  
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SENCos commented on certain school practices, projects and whole school 
messages that were reflective of the wider school ethos previously mentioned.  
“We have mindfulness in every class twice a day and we talk about using 
it to ‘give your brain a rest’…it’s okay not to be okay, and it’s okay to not 
know why’” (Charlotte).  
“I’ve been in with children this morning making emotion monsters, I do 
think it needs to be explicit, school is the place to do it” (Tanya).  
 
For one SENCo (Vanessa), she felt that a focus on mental health and wellbeing 
was a “new area” of attention in her school.  
 
6.3.2.4 Individualised support for children and families  
SENCos also acknowledged more specialist provision available to the children 
identified as in need of some additional support.  
“We’ve got a level where everyone should be, with the nurturing 
environment, but then we’ve got the level of ELSAs, learning mentors, 
counsellors…” (Vanessa).  
“It’s about going that extra mile for them… for the more vulnerable 
children” (Lisa).  
 
Almost all SENCos referred to nurture provision available to particular children 
at break and lunchtimes. Some SENCos also commented on support for 
parents and whole families offered by their school. 
“We also have play therapy in school and parents have come in and 
joined in sessions, whether that’s with a learning mentor, or ELSA” 
(Tanya).  
“We have a counsellor here who will see parents at lunchtime. So, we 
offer that for free” (Lisa).  
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6.3.3 Barriers to support in schools/difficulties arising 
 
 
 
6.3.3.1 Academic/emotional wellbeing balance 
All SENCOs interviewed referred to the difficulties implementing support for 
vulnerable children due to the increasing demands of the curriculum, and 
Ofsted’s focus on academic progress and achievement.  
“At the end of the day, we’ve got to turn out children that can read, write 
and do their maths and we’re not judged on how happy they are…” 
(Laurie).  
“I would say the time that we are doing art and creative sorts of things is 
limited by the curriculum, Opportunities [for] group work and collaboration 
just doesn’t happen anymore and I think that’s a real detriment to 
children… Our whole school focus is our basic skills and literacy and 
numeracy and Ofsted coming” (Vanessa).  
 
6.3.3.2 Engaging with vulnerable families 
SENCos all identified the difficulties in identifying parental mental health needs, 
suggesting that parents do not always come forward and provide this type of 
information of their own accord.   
“We don’t know them all [COPMHN], we need to see the communicating 
behaviour to know that” (Charlotte).  
“We have a few whose parents aren’t [forthcoming], those really hard to 
reach parents, but we try and reach them and that gives us a message 
as well” (Vanessa).  
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SENCos also reported that sometimes the most vulnerable families are 
reluctant to engage when support is offered, recognising that this may be for a 
number of reasons.  
“there is a trust issue as well there isn’t there?” (Laurie).  
“Whatever support we tried to offer mum; she was really resistant” 
(Vanessa).  
“The parent would not engage, and you can only try so many times… if 
they’ve got low self-esteem, if they’ve got anxieties, we can’t expect them 
to come in to the building and be around others” (Lisa).  
 
SENCOs often felt that sometimes parents were difficult to engage in the right 
kind of support, as they did not yet recognise and/or accept the impact that they 
may be having on their child. SENCos felt that sometimes these parents would 
attribute difficulties to be within the child themselves and seek support on the 
basis of this understanding.  
“Sometimes they will come in to ask for support, not for them, but for 
their child really… the more you talk to them, the more it becomes clear 
that it’s not necessarily the child, who’s got a difficulty but it’s how they 
are being parented and the whole atmosphere at home really.  The 
parent’s either don’t know [they have a mental health issue], or they’re 
not going to ‘go there’. We can support the child in school but it’s almost 
like a sticking plaster” (Vanessa).  
 
SENCos also commented on the difficulty that some people still have in 
discussing mental illness, possibly associated with stigma.   
“It is awkward, it’s kind of got to come up naturally in conversation, there 
is no way I would ever say to a parent ‘so have you got mental health 
issues?’” (Laurie).   
“I think with the ongoing stigma, the size of the community is an issue” 
(Charlotte).  
“I don’t think there is the stigma here, I think in the community there is, 
within our school there isn’t” (Lisa).  
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6.3.3.3 Supporting vulnerable families 
SENCos often commented that when they are able to engage families in 
communication and support about their difficulties, there can sometimes be 
deeply embedded parenting issues that can be a barrier to support.  
“A lot of [the support requests] are around, I’d say the fallout that children 
have, where their parents have a mental health issue or things that 
impinge on their ability to parent supportively” (Vanessa).  
 
SENCos often felt that despite being able to offer support to parents in relation 
to their children, they did not consider some aspects of parent support to be 
their role or remit.   
“…we are kind of stepping in as parents aren’t we? Some of that is to do 
with mental health stuff… some of that is to do with lazy parenting” 
(Laurie).  
“The parents are completely neglectful, they don’t take him to 
appointments, and now he’s struggling.  We do so much for the parents 
but actually you’ve got to think… you’ve got to do something now. There 
is a case for getting the parents to be independent as well. at some point 
the parents have got to be resilient themselves” (Lisa).  
 
SENCos commented on the difficulties arising in supporting parents whilst 
maintaining the child’s needs as the priority.  
“You also need to make sure that the professionals supporting the 
children don’t become so involved with the problems of the parent, that 
they forget to look at the impact on the child” (Charlotte).  
“It is really difficult with those who you know have mental health issues, 
you know it’s impinging their child” (Vanessa).  
 
SENCos commented on a lack of involvement and support from health services 
at times. Some SENCos felt that health services should also be thinking more 
holistically about a patient or client they are working with, to consider others that 
might be affected. 
“We are pretty good as a school at CAMHS being our last resort. People 
assume that once you’ve got them in, they are going to do 
something…9.5 times out of 10, there is nothing” (Laurie).  
“We try and get CAMHS involved but the waiting list on that is usually too 
long” (Lisa).  
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“I think GPs, CPNs are under as much pressure as anybody else, they 
see that person, they don’t see… the other people, the family that are 
impacted by what’s happening. I do think school have a role, but I also 
think health have a role. Parents are not accessing services other than 
their GP, taking medication” (Charlotte).   
 
Some SENCos commented on a lack of communication and collaboration 
between schools and health-based services, resulting in ‘disjointed’ support, a 
lack of holistic understanding about a situation and possible safeguarding 
concerns.  
“Its really disjointed. The GP refers in, then the CAMHS team arrange a 
meeting here with parents. So, I’m sat in some meetings thinking ‘I have 
no idea what you’re talking about’…” (Laurie).  
 “[There have been] serious incidents where professionals hadn’t got 
together and shared that information, hadn’t highlighted just how difficult 
life was for this child and that’s our deepest fear” (Vanessa).  
 
6.3.3.4 Lack of resources/funding 
All SENCOs commented on the impact of a lack of resources and funding on 
the ability to implement support for vulnerable children and families both within 
school and in other services.  
“It all comes down to finances and social care and the NHS, we are all 
short of money” (Vanessa).  
“When funding is cut, the first thing to go is the pastoral. The first thing 
they lose is the TAs. The first thing they lose, is the listening” (Lisa).  
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6.3.4 Future support 
 
6.3.4.1 Education 
SENCos generally felt that primary schools could be the place to teach children 
about mental illness in an age-appropriate way, however no-one felt that their 
school currently taught about mental illness explicitly.  
“I definitely think that it’s becoming more of the school’s responsibility to 
do that stuff” (Laurie).  
“I think children naming it and us being more explicit will be a barrier to 
overcome” (Tanya).  
 
6.3.4.2 Early identification 
SENCos comments reflected the need for early identification of children 
experiencing difficulty. They often commented that children may not recognise 
that they are experiencing difficulties or cannot communicate this effectively to 
someone who can offer support.  
“How can we get children to talk about it? Because that’s how we would 
be able to get under the tip of the iceberg” (Charlotte).  
“Something like ‘Kendra’s list’ would raise the profile and absolutely 
make it okay to talk about…. it’s giving children the language and 
vocabulary about what is okay and what isn’t okay… it would empower 
staff to have those conversations and be more confident” (Vanessa).  
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6.3.4.3 Staff training and support 
SENCos often referred to the increasing responsibilities that some school staff 
take on with regard to supporting vulnerable children and families, without 
having the necessary training. When discussing some of the needs of parents 
with mental health needs, one SENCo (Laurie) commented: “… our PSA isn’t 
trained to do all of that”. Other SENCos made similar comments: 
“Sometimes I think the least qualified people in school are asked to do 
things” (Charlotte).  
“It seems like everybody is having to step up and do more than you 
necessarily thought was your role. If you’re talking about the whole child, 
then [supporting families] is your role” (Vanessa).  
“School staff want to know about strategies they can use to support. 
Always practical advice. They just want to make it right for the child” 
(Lisa).  
 
Some interviewees identified the need for ongoing professional support and 
supervision for school staff in relation to their evolving roles.  
“The more we deal with this kind of stuff, the more professional 
supervision I think we need” (Laurie).  
 
6.6.4.4 Links with health services 
SENCos commonly referred to the need for improved links between schools 
and mental health support services. 
“That parent obviously needs some psychological support and some 
social support and that’s more than we can do. We would like to have 
better links with CAMHS and mental health services, but I don’t think 
that’s going to happen” (Vanessa).  
“I find one of our biggest challenges is getting the health professions 
working with us … I think some of [the support] needs to come from 
health working” (Tanya).  
“… 30 years and we are still trying to get health and education working 
together. Like the EHCP… what does it all boil down to? Education. 
Where is health? Where is social care? It doesn’t happen” (Lisa).  
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6.3.4.5 Home-school links 
The importance of establishing home-school links and building relationships 
with parents was highlighted by those interviewed.  
“It’s trying to get over that stigma and inviting parents in in a non-
threatening way and building those relationships” (Vanessa).  
“What’s the real deal? What’s really going on and what’s really 
happening? and it’s about building those relationships as well isn’t it?” 
(Laurie).  
 
Some SENCos commented regarding support already in place in their schools 
to promote these links, most notably through the work of family liaison and 
parent support staff previously discussed.  
 
6.4 Phase 2b Discussion  
I will now discuss the global themes and subthemes in relation to the four 
research questions presented for phase 2b, alongside relevant literature.  
 
6.4.1 Staff perception of the needs of children of parents with mental 
health needs.  
This section is relevant to research question 7: How are the needs of COPMHN 
perceived by school staff? Those interviewed described the primary needs of 
COPMHN in relation to potential child protection needs and social and 
emotional needs. Based on findings from relevant literature on the impact of 
parental mental health on children, the SENCos interviewed reflected a 
reasonable overview of the common needs of this vulnerable group. Staff were 
also able to identify aspects of the child’s home lives and parental behaviour 
that may contribute to a child’s difficulties.  SENCos often highlighted barriers to 
meeting the needs of COPMHN in school.  
SENCos interviewed often recognised the association between parental mental 
health difficulties and children’s safety, health and wellbeing (Blewett, Noble & 
Tunstill, 2010). Research has indicated that parental mental health problems 
feature in just over half of serious case review incidents (Sidebotham et al., 
2016), highlighting the importance of COPMHN being identified early and 
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supported effectively. Serious case reviews have suggested that professionals 
sometimes lack awareness of the severity of a parent’s mental health problem 
and may not understand how this affects their capacity to parent their children 
(Brandon, Sidebotham, Bailey & Belderson, 2011). The SENCos interviewed for 
this research did appear to be aware of the safeguarding risks associated when 
a parent has a mental health need or illness based on parenting issues and the 
home environment generally. SENCos did however have concerns around 
social care intervention and thresholds when children were identified by school 
staff as ‘at risk’. This will be discussed later in relation to barriers to support.  
SENCos were able to recognise that a child’s challenging behaviours were 
likely to be communication of an underlying difficulty and that COPMHN may 
present with social, emotional and mental health needs. SENCos felt that the 
child’s behaviour was often the first indication of parental mental health needs, 
prompting further exploration and communication with parents by school staff.  
This highlights that parents don’t usually come forward and provide information 
about their mental health needs to those supporting their child. The SENCos 
suggested that this was often because they: did not acknowledge their own 
needs, they did not acknowledge the impact of their own needs on their child, or 
they felt that their own needs were due to their child’s difficulties. These 
difficulties were highlighted as barriers to support, which will be discussed later 
in this section. 
SENCos noted that COPMHN were at risk of becoming young carers, as is 
highlighted in the literature (Bilsborrow, 2004) and recognised the impact that 
this may have on a child’s opportunities to access support outside of school. 
SENCos could also recognise that mental ill health is often a feature of families 
living in adversity (Falkov et al., 2016) and hence acknowledged a range of 
other challenges that these children might face.  
SENCos often commented on the need to meet the basic needs of COPMHN, 
before expecting them to be able to learn. In line with Maslow’s hierarchy of 
needs, SENCos referred to both physical and psychological needs that, if not 
met, impinge on a child’s ability to engage meaningfully and effectively in 
learning and reach their potential (Maslow, 1943; 1954). Despite this 
understanding, some SENCos felt that the demands of the curriculum and a 
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strong school focus on academic achievement and outcomes prevented staff 
from supporting children effectively in relation to their more basic needs at 
times. This will be discussed further in relation to barriers later in this section. 
 
6.4.2 Support available in schools 
This section is relevant to research question 8: What support is 
currently available to support COPMHN in primary schools? SENCos 
highlighted a wide range of support provided by their primary schools for 
vulnerable children and families. SENCos were less aware of support 
specifically for COPMHN, however they were able to recognise how these 
children could access support relevant to their potential additional social, 
emotional and mental health needs. 
Schools are increasingly expected to support the needs of children outside of 
the more traditional academic and progress priorities, in relation to their mental 
health and wellbeing (Department of Health and Social Care & DfE, 2018). 
SENCos interviewed often talked in great length and detail about schools as 
being well placed to offer support to vulnerable groups. They noted some 
specialist skills and training amongst staff, whole school and individualised 
approaches, as well as links with more specialist services who can provide 
extended support to children and families. A large majority of the SENCos 
interviewed were from schools that had received ‘trauma-informed schools’ 
training or ACE training and hence felt that their staff were generally very aware 
and understanding of how children’s experiences can impact on their behaviour, 
and how best to support these children. Some SENCos felt they would benefit 
from some more training and guidance in relation to supporting COPMHN and 
their families, with all SENCos recognising the importance of regular continued 
professional development opportunities.  
Jopling and Vincent (2016) posit that primary school teachers and school-based 
staff are well placed to identify and respond to the needs of vulnerable children 
at an early stage and link in with specialist support services. The authors 
highlight that compulsory education allows regular monitoring of vulnerable 
groups of children in a way that other agencies and services do not. SENCos 
interviewed for the current research expressed a good understanding of the 
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needs of vulnerable groups of children and their families and made reference to 
the nurturing school environment and supportive structures in place. SENCos 
agreed that as school staff also have regular access to the children, there are 
opportunities for them to promote education and understanding about issues 
such as mental illness and can reinforce this as incidental opportunities arise. 
SENCos felt their consistent and regular contact with children allowed them to 
build an accurate picture of a child’s needs over time and also enabled them to 
recognise differences in behaviour that may be a cause for concern, promoting 
early intervention opportunities (Durlak et al., 2011). SENCos commented that 
sometimes it can take a long time to build up an accurate picture of a child’s 
circumstances and understand the extent to which parental mental illness might 
be impacting on a child. This emphasises the unique position of schools to 
identify difficulties at the earliest stage. 
The National Institute for Health and Care Excellence (NICE) advises that 
primary and secondary schools should adopt ‘whole school’ approaches in 
promoting the social and emotional wellbeing of their pupils. (NICE, 2008; 
2009). Ecclestone (2012) posits that certain universal interventions preventing 
future mental illness can also target those with early problems.  Well-
coordinated and embedded whole school approaches to promoting social and 
emotional wellbeing is correlated with better outcomes, whereas small, 
fragmented and uncoordinated interventions are not (Banerjee, Weare and 
Farr, 2014). All of the SENCos in the current research emphasised the 
importance of a whole-school approach to mental health and wellbeing 
initiatives and a nurturing school environment. The vast majority of SENCOs felt 
their school ethos did prioritise such initiatives, which made putting support in 
place for vulnerable children much easier. SENCos highlighted the importance 
of support for such initiatives to be acknowledged, embedded and driven by a 
whole school ethos, with support from senior leadership. Such whole-school 
approaches to mental health and wellbeing rely on a genuine involvement from 
all staff, parents and the community and engagement with multi-professional 
outside agencies (National Child and Maternal Health Intelligence Network, 
2011).  
As well as the universal provision and whole-school approach to emotional 
wellbeing and mental health, SENCos also commented on a range of support 
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provision and interventions available to children identified as in need of 
additional support. Some of these were facilitated by school-based staff with 
specialist skills and training. Others were supported by external professionals 
linked to the schools, such as learning mentors, counsellors, therapists and 
psychologists. As SENCos tended to have a good understanding of the needs 
of COPMHN, they were able to recognise what kinds of intervention they might 
need. Ideas included: sessions with an emotional literacy support assistant 
(ELSA), learning mentor or therapist (play, art, drama), extra breaks and time 
out of lessons, extra ‘TLC’ and nurture provision during unstructured times.  
Research by Weist et al., (2002) supports the positive outcomes of school-
based support services in relation to parental mental health, suggesting they 
can reach more children, reduce stigma and provide greater access for families. 
SENCos in the current research commented on schools as a ‘hub’ for the 
community, with easy access to a wide range of support for children and 
families. SENCos highlighted the importance of building relationships with 
vulnerable families in particular, in order to open avenues for communication. 
SENCos commented on a range of different strategies employed by their 
schools to engage parents in open communication about their family’s needs, 
ranging from coffee mornings to art-based projects targeted at specific parents. 
Parent support advisers and family liaison staff were highly valued by the 
schools that employed them in relation to the vital role they play in engaging 
and supporting vulnerable and ‘hard to reach’ families and signposting to 
external services when needed, including the local multi-agency support team 
that provide the Kidstime intervention. Barriers to engaging and supporting 
vulnerable families were however identified and will be discussed later in this 
section.  
Research suggests that parent’s discussions with school staff regarding their 
child’s wellbeing and progress can be a major prompt in getting help for 
themselves (Mentally Healthy Schools, 2019). Some of those interviewed for 
the current research felt their school were able to provide a wide variety of 
support for parents, from providing counselling services and support groups to 
supporting them in relation to their finances and parenting approaches. Some 
SENCOs highlighted the fine balance to be achieved in supporting parents 
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whilst also promoting their independence, and all the while keeping the child’s 
needs as the primary focus. 
  
6.4.3 Barriers to support in schools / difficulties arising 
This section is relevant to research question 10: What are the barriers to 
supporting COPMHN in schools? A number of barriers and difficulties were 
noted in relation to the implementation of support for vulnerable groups in 
schools. These included: the academic/emotional wellbeing balance, engaging 
with vulnerable families, supporting vulnerable families and a lack of 
resources/funding.   
All SENCOs interviewed referred to the conflicting priorities of the national 
curriculum and emotional wellbeing/mental health initiatives. SENCos 
suggested that due to these conflicting agendas and time pressures, it was 
sometimes difficult to focus on emotional wellbeing and mental health agendas, 
when ultimately schools are judged on academic progress and attainment. 
Ofsted have recently confirmed additions to their inspection framework to 
include a focus on: building resilience, confidence and independence, and an 
increased focus on physical and mental health education (Ofsted, 2019). These 
additions promote opportunities for schools to be recognised for their additional 
support for vulnerable pupils, However, it is unclear how the changes will affect 
the overall judgement of a school, and what impact this will have on school 
practice.  
Difficulties engaging with vulnerable families was highlighted as a major barrier 
by all SENCos interviewed. SENCos expressed that often vulnerable families 
will not identify themselves as vulnerable, meaning that they sometimes remain 
unidentified for a long time. SENCos also discussed other vulnerable families 
who have been identified but are reluctant to engage in support offered by the 
school and external agencies.  
Asking for support in relation to parenting can be difficult, as parents fear they 
might be judged as a bad parent or feel they might be at risk of having their 
children removed (Stallard, Norman, Huline-Dickens, Salter & Cribb, 2004). 
Bruland, Lenz and Wahl (2017) highlight self-stigmatising process for parents 
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with mental illness, whereby they feel responsible for their mental illness and its 
effects, which prevents them seeking help. There is likely to continue to be an 
issue with access and identification of vulnerable families, due to the stigma 
around mental health needs previously discussed, and the difficulties these 
families might have in initiating the kinds of discussions that might lead to 
appropriate support. The Department of Health (2015) highlight that COPMHN 
and their families may find it particularly difficult to access support services 
available to them as they may have a lifestyle that is not conducive to meeting 
regular appointments, and they may find support services alienating. 
SENCOs reported that it can take a while for school staff to recognise the extent 
of a parent’s mental health needs, meaning there can sometimes be a delay in 
a child being identified as vulnerable, and support being offered. SENCos 
highlighted ‘trust issues’ with adults experiencing mental health needs and 
therefore recognised the importance of building relationships with these 
families. In some cases, SENCOs felt parents misunderstood the impact of their 
own difficulties on their child, often leading them to believe their child had 
inherent difficulties of their own. If there is an incomplete understanding of a 
child’s situation and circumstances, there is a danger that parental beliefs about 
a child’s difficulties may lead children to be assessed for and diagnosed with 
particular disorders. This has been highlighted in research, whereby failure to 
share information across professional groups has previously resulted in 
assessments of the child without acknowledgement of their parent’s mental 
health problems (NSPCC, 2015). It is however important to recognise the 
increased risk that COPMHN have of developing needs of their own (Reupert, 
Maybery & Kowalenko, 2012), hence it can be difficult to unpick a child’s needs 
and parent’s difficulties. It is therefore important to recognise children’s 
susceptibility to such difficulties when they are living with parental mental illness 
in order to intervene and provide preventative support for the whole family 
system at the earliest opportunity (Smith, 2004).  
SENCos commented that engaging with vulnerable families can also be difficult 
due to parenting issues that are sometimes observed where a parent has 
mental health needs. As the literature highlights, parenting behaviours can be 
significantly affected by mental illness, as can the general home environment 
(Bronte-Tinkew, Moore, Matthews & Carrano, 2007; Oyserman, Bybee, 
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Mowbray & Hart-Johnson, 2005; Pape & Collins, 2011; Rutter & Quinton, 1984; 
Van Loon et al., 2014). As a result of parenting difficulties, some SENCos felt 
that it was difficult to put in place consistent and predictable support for the child 
across the home and school environments. SENCos felt that although they 
could support parents to some degree in relation to their parenting difficulties, 
there were some things that school staff did not feel was their responsibility. 
This was either due to the feeling that they do not have the skills, expertise or 
power to deal with a particular situation, or that they felt that over-supporting 
parents in relation to basic parenting skills was perpetuating the problem and 
was not helpful in the long-term. Those interviewed reported difficulties in a 
maintained focus on the child’s best interests, if school-based staff are 
responsible for supporting the needs of the entire family. Some SENCos felt 
that there was a danger of school-based staff becoming so concerned with 
supporting the parents that the child’s needs become less of a focus.  
In relation to identifying and providing support for vulnerable families, SENCos 
felt that health services should play more of a role. Those interviewed all 
reported a lack of involvement from health-based services at times, most 
notably; adult mental health services, children’s mental health services and 
social care. SENCOs felt that the impact of this lack of collaboration resulted in 
disjointed support, an incomplete understanding of a child/family’s situation and 
safeguarding concerns, as has been highlighted in the literature (Ofsted, 2013; 
Rouf, 2014). Allen (2011) posits that some children are ‘failed’ by services that 
do not intervene until problems reach a threshold at which they become a ‘case’ 
for child mental health services and recognises that at this stage, difficulties are 
more likely to have become entrenched. Such late intervention can be costly 
and often fails to achieve positive outcomes (Jopling & Vincent, 2016). 
A lack of resources and funding was highlighted as an issue by all SENCos and 
continues to be a pressure on education services in the UK (Andrews & 
Lawrence, 2018), hence this will need to be a consideration in the planning and 
implementation of support for vulnerable groups.  
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6.4.4 Future support for children of parents with mental health needs 
This section is relevant to research question 9: How do school staff feel support 
for COPMHN could be implemented in schools? SENCOs interviewed made 
reference to a number of important considerations in relation to future support in 
schools. These included: early identification and prevention opportunities, 
increased education and awareness regarding mental health, staff training and 
support, closer links with health services and an improvement in home-school 
links.  
Recent guidance produced by the Department for Education outlines a range of 
adverse parental, familial and contextual circumstances known to be risk factors 
for mental health problems (DfE, 2018). The guidance talks about prevention, 
whereby a safe and calm school environment that teaches children about 
mental wellbeing through the curriculum and school ethos and equips children 
with the skills to be resilient, reduces the likelihood of mental health problems. 
Evidence suggests that intervention is beneficial for children in difficult 
circumstances and is most effective when it occurs as soon as problems arise 
(Vincent, 2015). There is a positive association between early intervention and 
better outcomes for vulnerable children and young people (Blewett, Noble & 
Tunstill, 2010). The importance of identifying vulnerable children at the earliest 
opportunity was emphasised as a priority by those interviewed. SENCos were 
eager to understand how best to encourage children to share their experiences 
and open up about difficulties faced at home. Difficulties arise when COPMHN 
are unaware that their experiences are different to anyone else’s, and hence do 
not identify their situation as difficult/abnormal. In raising the profile of mental 
illness in schools, SENCos felt that COPMHN may begin to recognise some of 
their experiences in relation to the topics discussed, allowing insight and 
understanding. Some SENCos highlighted the importance of providing children 
with the correct language and vocabulary to talk about what is and is not okay 
for children to experience. They also mentioned the importance of empowering 
school-based staff to be able to have these conversations that might then lead 
to early identification.  
All SENCos felt that primary schools generally tend to focus on positive mental 
health and wellbeing but felt they did have capacity to teach children about 
mental illness. Some SENCos questioned what kind of information might be 
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age-appropriate. I recognise that concerns around ‘age appropriateness’ 
surface in relation to topics that adults themselves feel uncomfortable 
discussing. However, myths, confusion and misunderstanding about mental 
illnesses can cause anxiety, strengthen stereotypes and lead to stigma 
(American Academy of Child and Adolescent Psychiatry, 2017). I would 
therefore argue that it is important that the topic of mental illness is discussed 
with children at the earliest opportunity, in a sensitive way. For children 
experiencing parental mental illness this is even more important, as increased 
understanding in relation to one’s own situation can increase understanding and 
acceptance, promoting resilience (Reupert & Maybery 2009). When COPMHN 
gain cognitive and emotional understanding of the nature of their parent’s 
mental health needs, this can result in alleviation of self-blame, increased 
understanding and improved resilience (Hinshaw, 2018).  
SENCos interviewed generally felt there were some very skilled and 
experienced staff in their schools who were able to support vulnerable children 
and families. This finding is in contrast to research previously discussed which 
suggests that school-based professionals lack understanding of the needs of 
COPMHN and how to support them (Bibou-Nakou, 2003; Bruland et al., 2017). 
However, the majority of those interviewed made comments to suggest that 
some school-based professionals such as teaching assistants and mealtime 
assistants were often asked to fulfil roles and responsibilities that they were not 
trained or confident to fulfil, and hence highlighted a need for further support 
from external agencies and professionals for these members of staff.  
 All SENCos felt it was important to have ongoing professional development 
opportunities regardless of skill level and expertise within the school. In 
particular, some SENCos mentioned the importance of practical advice and 
support for staff. As discussed, guidance from the DfE (2018) discusses the 
responsibilities of school-based staff to identify, intervene and signpost 
appropriately in relation to mental health needs. It is therefore important that 
there is a recognition of the current skill level within schools across staff roles, 
ensuring that necessary training and support is consistent both within and 
across schools and that this training and support is ongoing.  
SENCos felt that better links with health services would improve the support 
available and highlighted that schools can only offer so much. SENCos hoped 
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for better links to social care, adult mental health services and CAMHS in 
particular. Improved communication and collaboration between education, 
health and care services has been an ongoing priority for safeguarding reasons 
(Rouf, 2014; SCIE, 2009), although it does not yet seem to be a reality. Such 
collaboration is vital for vulnerable children and their families to receive 
preventative and early intervention work from a range of appropriate 
professionals (Viganò et al., 2017; Falkov, 2012), as opposed to reactive 
support when their own difficulties meet a threshold. 
As highlighted, schools are in a position to monitor children and families over 
time and recognise subtle changes in behaviour (Jopling & Vincent, 2016). In 
this way, school staff may identify parental mental health needs before the 
parent has accessed any mental health support services. However, there is 
another population of parents with mental health needs that do access support 
via adult mental health services but have not made their child’s school aware of 
their needs as parents. Within this population of parents, if their children are not 
displaying any obvious behaviours in school, these vulnerable families could go 
undetected and unsupported. As highlighted in the literature, there is 
sometimes a lack of consideration in adult mental health services regarding the 
‘parent’ status of clients (Maybery & Reupert, 2009). The NSPCC (2015) has 
highlighted the importance of professionals from adult mental health ensuring 
relevant information about parental mental health is shared with professionals 
involved in supporting any children in the family. There is also the suggestion 
that GPs should explore and take note of a patient’s family circumstances in 
order to highlight any risk to children in the family (NSPCC, 2015). This 
suggestion was mirrored in the current research findings.  
Increased collaboration between education, health and care services as well as 
a more holistic focus on those affected by a parent’s mental illness is likely to 
increase identification and the effectiveness of support. SENCos reported that 
there are aspects of support required by parents and children in schools that 
school staff simply cannot provide, such as psychological support or 
intervention in relation to safeguarding concerns. SENCos highlighted that 
although they often identified safeguarding concerns and recorded and reported 
these in line with safeguarding policies and procedures, they were not always 
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satisfied that these were escalated to the correct level. Some SENCos felt they 
were then ‘holding’ this information that they felt powerless to deal with.  
SENCos expressed frustration and concern in relation to their experiences of 
‘proving’ that the mental health needs of a parent were impacting significantly 
on their child. Literature suggests that COPMHN are more likely to be missed, 
due to the often ‘invisible’ nature of mental illness (Gray et al., 2008). SENCos 
often felt safeguarding issues in relation to parental mental illness can be much 
harder to comprehend for social care professionals than other circumstances 
that warrant social care involvement such as substance misuse and domestic 
abuse, despite the impact of these being similar, and the three often 
cooccurring (Cleaver et al., 2011). 
The importance of understanding a child as being part of a complex set of 
relationships and systems has long been accepted in the field of psychology 
(Bronfenbrenner, 1979; Epstein, 1995, 2010). Throughout the interviews, 
SENCos often commented on promoting home-school links and the importance 
of building relationships with parents in order to open avenues for 
communication, which they felt often led to a better understanding of a child’s 
situation. This research has suggested that parent support advisers/parent 
liaisons have shown to play a valuable role in promoting partnership between 
home and school systems by engaging in relational work with families. 
Howland, Anderson, Smiley & Abbott (2006) highlight the importance of such 
relational work with regard to building positive relationships and trust and 
promoting avenues for effective communication. The importance of signposting 
to relevant external services and supporting parents to access these was also 
highlighted as important by the current research.  
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6.5 Phase 2b summary  
The findings from phase 2b of my research highlights that the primary school 
SENCos interviewed appear to have a good understanding of the needs of 
children experiencing parental mental illness. SENCos could recognise how a 
mental illness might affect a parent’s capacity to parent, how mental illness in 
the home might affect the environment for a child, and how this might impact on 
the child and their needs. SENCos highlighted a wide range of support available 
to children and their families in primary schools based on specialist staff 
knowledge and skills, whole school approaches and individualised support 
provision. As a result of these findings, it appears that schools are well placed 
to provide support to children and families where a parent has a mental illness. 
However, a number of barriers to support were noted. These included; 
difficulties prioritising support for emotional wellbeing due to attainment and 
progress pressures, difficulties engaging with and supporting vulnerable families 
and a lack of resources and funding. With regard to future support, SENCos 
highlighted the importance of increased education about mental health needs 
for children from a young age, early identification of vulnerable children and 
families, additional and ongoing staff training and support, better links with 
health care services and effective home-school relationships.  
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Chapter 7: Overall discussion and conclusions 
7.1 Review of the findings 
Phase 1 of this research highlighted the success of the Kidstime workshops in 
Southbridge Local Authority in relation to the aims set out by the Our Time 
Foundation (2019). Families and facilitators interviewed perceived a positive 
impact of the intervention in a number of areas; understanding and 
communication regarding mental illness, improved social connectedness and 
reduced isolation, improvements in mental health and improvements in family 
relationships and functioning. The school-linked referral system in Southbridge 
was also positively received, with interviewees recognising schools as well 
placed to identify vulnerable families and emphasising the value of collaboration 
and communication between Kidstime professionals and school-based staff. 
Despite the positive response to the intervention, there were barriers to support 
noted by the Kidstime families and facilitators. Interviewees also highlighted the 
need for the support provision and opportunities offered at Kidstime to be 
available more frequently, and to be more accessible for families.  
Phase 2a sought to explore the views of secondary-school pupils experiencing 
parental mental health needs in relation to their perceived needs as COPMHN 
and the support they had received within school. These children noted 
additional responsibilities, a negative impact on their own mental health and an 
increased need for additional respite from their responsibilities. These children 
also expressed the need to present themselves as strong and capable. These 
children shared some positive experiences of support, as well as experiences of 
feeling misunderstood and unsupported at times. They also expressed the need 
to escape to a safe place when things become overwhelming in school. 
Children in phase 2a also discussed the importance of those supporting them 
having a genuine understanding and respect for their situation. A key theme 
arising within this group was a lack of trust for others based on their personal 
experiences, highlighting this group as difficult to engage in support. These 
children felt it was important for schools to make attempts to reduce the stigma 
associated with additional needs generally, as this was also a barrier to 
accessing support. They felt that increased education would promote 
understanding which might help with regard to this stigma.  
Findings from phase 2b highlight school-based staff as well placed to support 
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the needs of COPMHN due to their access to children, knowledge and skills 
and capacity for support. Barriers to the implementation of support included: 
difficulties prioritising support for emotional wellbeing due to additional school-
based pressures, difficulties engaging with and supporting vulnerable families 
and a lack of resources and funding. With regard to future support, SENCos 
highlighted the importance of: increased identification of vulnerable families, 
increased education about mental health needs, closer working with health 
services and the promotion of home-school partnerships.  
 
7.2 Key contributions of the current research  
The BPS (2018) posit that all provision relevant to mental health should be co-
produced alongside children, young people, families and communities. They 
suggest that these groups should not be seen as the problems to be ‘fixed’, but 
instead their views should be considered in relation to solutions. The overall aim 
of this research was to promote a better understanding of the support needs of 
COPMHN and their families by exploring their views and experiences, as well 
as the views and experiences of those involved in their support.  
The following section brings together findings from both phases of the current 
study to highlight contributions to knowledge and understanding. As per the 
overall aim of the study, I will now outline the reported needs of COPMHN and 
their families and the types of support that COPMHN have highlighted as 
effective. I will then discuss how such aspects might inform school-based 
support provision, incorporating the findings from this research that relate to 
future support aspirations. Barriers to overcome in relation to the 
implementation of support will also be discussed throughout. I will then highlight 
implications for policy, EPs and EP services. I will also highlight the limitations 
of this research and possible future research directions.  
 
7.2.1 Contributions to understanding the needs of children experiencing 
parental mental health needs 
The broad needs of COPMHN were not a key focus of this research, as these 
needs are already well documented (Cooklin, 2006), however those interviewed 
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reflected on their needs in relation to effective and ineffective support. Kidstime 
facilitators, parents and SENCos identified the sometimes unpredictable, 
chaotic and onerous lives of children living with parental mental illness. These 
interviewees also noted social, emotional and mental health difficulties that 
COPMHN often experience and the importance of safeguarding considerations. 
Children themselves reflected on the additional responsibilities that they take on 
that can often impact their learning opportunities and social lives. They also 
highlighted difficulties understanding their parent’s behaviours and knowing how 
best to support them. The above findings resemble other research that has 
sought to explore the needs of COPMHN (Cooklin, 2010; Reupert et al., 2012).  
Those who considered themselves to be young carers for family members with 
mental illness highlighted their difficulty in accessing any form of support 
outside of school hours, due to their caring responsibilities, which has 
implications for support. These children noted negative consequences on their 
education and social opportunities. Findings from the phase 1 interviews with 
Kidstime families and phase 2a focus groups with secondary school COPMHN 
highlighted the importance of opportunities to be free from the strains of family 
life to engage in enjoyable activities that give children the opportunity to be 
children rather than carers. Therefore, this need to escape the realities of 
parental mental illness for short periods is considered to be important across 
populations interviewed and could be considered in relation to future support.  
Children of both primary and secondary age referred to their own mental health 
needs, although the young people themselves did not always link these needs 
to their position as a COPMHN/young carer. It is important to recognise that 
these ‘problems’ that the children express they have may be due to the 
internalisation of a narrative they have heard throughout their lives. Linking 
findings from phase 1 and 2a, where a number of parents and children 
identified children’s mental health needs, it is possible that COPMHN lack 
understanding about how their own mental health and the mental health of their 
parents are linked. Children’s risk of negative effects relating to their 
circumstances as a COPMHN can be mediated via appropriate intervention 
(Falkov & Lindsey, 2002). Cooklin (2013) suggests that children need to be 
supported to achieve distance from the parent’s emotional life and behaviour so 
as they can recognise their mind as distinct from their parents. Research has 
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suggested that a clear understanding one’s own situation and a recognition of 
the impact of the adverse experiences they have had, can help children to be 
more resilient (Rutter 1999; Dyregrov, 2001, 2010). This highlights the need for 
COPMHN to be identified, educated and supported via early intervention, as is 
reflected in the current research findings.  
Research findings from the current study suggest that that those experiencing 
parental mental illness might demonstrate a need to present themselves as 
strong and capable and have difficulty trusting others. This finding suggests that 
this group may be hard to engage in support, with a likely distrust of 
professionals. Aldridge and Stuart (1998) recognised the tendency for 
COPMHN to display ‘false maturity’, which may underpin the secondary school 
pupils’ desire to present as strong and capable.  This ‘false maturity’ and the 
need to present as strong and capable may lead to a misperception by others 
that these pupils are not vulnerable and can look after themselves, meaning 
they might not be identified as in need of support. 
 
7.2.2 Considerations in planning support for children of parents with 
mental health needs 
7.2.2.1 School-based support 
Due to the current strain on mental health services, concerns have been raised 
in relation to children who may require access to specialist support services 
(Allen & Hardy, 2013). COPMHN attending primary school may not present with 
externalising behaviours, despite the fact that they may be in need of support. 
Even when children do present with social, emotional and mental health needs, 
they do not always reach the threshold for support from CAMHS. If the needs of 
these children are significant enough to reach the threshold, the long waiting 
lists mean a delay in support (CQC, 2017). It is therefore important to consider 
other means by which these children can be identified and supported. In 
particular, it is important to recognise opportunities for early intervention, 
whereby the emerging needs of children are supported as soon as they are 
identified and can be supported appropriately, before they become a case for 
CAMHS. 
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The green paper ‘Transforming Children and Young People’s Mental Health in 
Schools’ (2017) suggests that the school environment is well suited to a 
graduated approach to children’s mental health, in which children at risk can be 
identified and supported. The paper also suggests that the school environment 
is non-stigmatising, whereby interventions within this context are more 
acceptable to children and their families. The current research was particularly 
concerned with the capacity of schools to provide support for COPMHN. This 
research has highlighted schools as an appropriate setting to identify children in 
need of support, due to the contact school staff have with children on a regular 
basis (Jopling & Vincent, 2016).  
Schools have also been highlighted as well placed to link in with other support 
services who may be supporting the family. For some of the families attending 
the Kidstime workshops, they were not currently involved with mental health 
support services and hadn’t been for some time. Therefore, if Kidstime did not 
operate via a school-linked referral system in Southbridge, the families currently 
in attendance would not necessarily be aware of it. This highlights that schools 
may provide identification and insight in relation to the needs of a population of 
children in need that would not otherwise be identified. 
There were mixed thoughts as to whether or not parents felt staff at their child’s 
school understood their family’s needs. For those that did feel staff understood, 
this was highly valued, with school-based support being considered a vital part 
of the overall support for the family. Children in secondary schools were less 
positive about receiving support in school, but this was often due to the stigma 
around accessing such support.  
The school staff interviewed for this research presented as very knowledgeable 
about COPMHN, often outlining a range of appropriate support to meet their 
needs and in some cases, the additional needs of the extended family. SENCos 
commented on training in and awareness of ACEs and trauma-informed 
approaches that they felt provided a foundation for a whole-school approach to 
identifying and supporting vulnerable children. Such whole-school approaches 
are advocated by the DfE (2018). It is important to consider however that the 
school staff interviewed may well be a well-informed and experienced minority. I 
will discuss this shortly in relation to research limitations.  
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Overall, based on the findings from this research I would suggest that schools 
are well-positioned to meet the needs of COPMHN. However, I would add that 
in order to do so effectively, school staff will need to receive extra training, and 
ongoing supervision, support and funding as highlighted by the current research 
findings.  Knowledge of successful elements of interventions such as Kidstime, 
as well as the views of the COPMHN themselves in relation to their needs and 
perceptions of effective support should be used to inform future support in 
schools.  
 
7.2.2.2 Education 
The importance of COPMHN understanding their parent’s mental health needs 
and associated behaviours has been highlighted as important for a variety of 
reasons that have previously been discussed (Cooklin, 2010). Grove et al., 
(2013) suggest that when people become aware of and informed about a 
personally relevant subject of which they were previously ignorant, they are 
better able to improve their circumstances. Beardslee and Poderefsky (1988) 
have suggested that an accurate understanding of one’s own circumstances 
can impede the transmission of mental illness in families. It has also been 
suggested that an increased knowledge and understanding regarding a parent’s 
mental illness can promote the child’s use of effective coping strategies (Cogan, 
2004). An increased understanding of a parent’s mental illness has also been 
linked with an increase in the child’s resilience, increased empathy for their 
parent and improved communication between parent and child (Grove et al, 
2013; Wolpert et al., 2015). 
The current research extends previous research with COPMHN to suggest that 
all children may require a better understanding and increased acceptance of 
mental health problems. This research highlighted that where schools do 
educate children about mental health, it is often with a predominant focus on 
the promotion of positive mental health and wellbeing. The need to teach 
children from a young age that “it’s okay not to be okay”, was highlighted as 
important in the current research, specifically for the young carers who often felt 
that they must present as strong and capable in order to fulfil their role as a 
carer for their family member.  
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This research has highlighted that children and their families are not always 
forthcoming in talking openly about their difficulties with those who can help, 
possibly fearing judgement as well as other negative consequences that have 
previously been discussed (The Children’s Society, 2008a). The current 
research has highlighted that children in schools continue to experience the 
stigma associated with having additional needs, emphasising that this is often 
due to a lack of understanding and awareness from others regarding their often-
difficult circumstances. Findings have also highlighted that parents themselves 
may be in need of education around vulnerable groups, with the suggestion that 
this could be done via a ‘bottom-up’ approach, with children receiving education 
in their early schooling, with awareness and knowledge filtering up to parents. 
Parents with mental health needs may also require sensitive support to 
understand the impact that their mental health needs might have on their 
children, as it has been suggested that this leads to better outcomes for the 
child (Beardslee et al., 1998).This research has highlighted that for some 
parents, they either don’t acknowledge they have a mental health need, or they 
don’t recognise the impact of their mental health needs on their children. These 
findings are also mirrored in previous studies (Thomas & Kalucy, 2003). In 
some situations, parents have approached school-based staff and support 
services to highlight a difficulty that their child is experiencing, without 
recognising how their own mental health needs might be contributing to this 
difficulty. Parents with mental health needs may actually have distorted views of 
their children, whereby they believe a child is to blame for their mental health 
needs, or that a child has behavioural problems when there is no evidence for 
this (Cleaver et al., 2011; Hogg, 2013). Mackereth, Göpfert, Harrison and 
Mahoney (1999) posit that when children do not receive an appropriate 
explanation about their parent’s mental illness, they can experience feelings of 
blame and responsibility. It is therefore important that parents can discuss their 
mental illness with their children and appreciate the impact that this might have 
on their child’s behaviour. Parent’s distorted beliefs could lead to inaccurate 
narratives about a ‘difficult’ child with ‘problems’, which the child may 
internalise.  These distorted beliefs could eventually lead to a diagnosis for the 
child, if the family context is not accurately explored or understood by those 
supporting and assessing the child (NSPCC, 2015).  
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Parents are likely to require support to explore and understand the links 
between their mental health needs, but this needs to be done in a sensitive 
way. It is important that parents do not feel patronised, stigmatised and blamed 
for their child’s difficulties (Weare, 2015), as this could lead to disengagement 
with school staff and in relation to support interventions. Conversations that 
require parents to acknowledge how their mental health needs might be 
affecting their children are likely to be difficult, as this research has highlighted. 
It might be difficult for school-based staff to approach such discussions in such 
a way so as not to appear blaming. A strength-based or solution focussed 
approach might support parents to engage in support (Weare, 2015).  
This research reinforces the importance of COPMHN being identified early and 
receiving support and education regarding their situation. This research also 
emphasises the need for further education on mental illness for all children, and 
their families. Whole school approaches to mental health education and support 
were particularly valued and deemed to be most successful.  
 
7.2.2.3 Family-focused support 
Research by Tienari et al., (2004, 2006) and Rutter (2003), demonstrated that 
when relationships in the child’s environment are improved, the child’s future 
resilience to mental illnesses is enhanced, even when there is prior history of 
mental illness in previous generations. A wealth of research highlights the 
benefits of a family approach to supporting mental health needs in families 
(Apter et al., 2017; Fadden & Heelis, 2011; Falloon, 2003; Thanhäuser et al., 
2017). The findings from the current research further  support the success of 
family focused interventions for COPMHN such as Kidstime, highlighting a 
range of positive impacts on the children and parents in attendance.  
School staff interviewed for the current research also recognised the importance 
of involving families in support for the child, especially where the parent has a 
mental health need. School staff often commented on the value of their parent 
support and family liaison staff, emphasising the importance of a key person 
who can reach out to families that may be in need to build relationships, gain 
their trust and build their confidence to engage in support. These staff are in a 
position to open avenues for communication with families, leading to an 
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increased understanding of the needs of vulnerable families, leading to more 
effective identification and support for children in school.  
 
7.2.2.4 Promoting links with health and care services 
I would suggest that education provisions have a key role to play in supporting 
COPMHN, for the various reasons I have previously discussed. It is my 
suggestion, based on the findings of the current research, that schools can be 
involved in identifying and supporting children at an early intervention level. 
However, findings from this research suggest that despite feeling confident to 
identify COPMHN, there is still a desperate need for more involvement from 
other specialist services such as those mentioned previously, to advise and 
support schools in relation to the needs of this vulnerable group.  
This research has highlighted a continued lack of communication and 
collaboration between education, health and care that has previously been 
highlighted (Cooklin 2010; Foster, O’Brien & Korhonen, 2012; Katz & 
Hetherington, 2006). It has been argued that children and young people 
experiencing parental mental illness fall between the obvious responsibilities of 
all the relevant professionals (Cooklin, 2010). Cooklin (2010) argues that mental 
health, social care services and CAMHS should be jointly responsible for this 
group of children yet acknowledges that some of these professionals may be ill-
equipped to support this group due to time pressures or a lack of experience 
and expertise. The author also emphasises that social care services are often 
hard-pressed to respond to the most severe and obvious cases of child abuse, 
and highlights that the vulnerable nature of COPMHN is not always obvious. 
This was also highlighted as a concern by the SENCos in the current research. 
COPMHN themselves can often hide fears and concerns due to loyalty to their 
parents and fear of being removed from the family (Cooklin, 2010). 
A recent BBC panorama documentary ‘Kids in Crisis’ highlighted that families in 
need often have to wait far too long for the support they need from CAMHS, 
due to the services being overstretched and under-resourced (Young Minds, 
2018a). This highlights that there may not be capacity currently for CAMHS to 
link in with schools due to high caseloads. However, I would argue that putting 
in preventative support at an early level will reduce the numbers of children 
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eventually reaching the threshold for CAMHS support in the future. A long wait 
for treatment and the thresholds that are required to be met means that children 
and young people struggle to access support unless they reach a crisis point at 
which their problems are often complex (Young Minds, 2018a). It is also 
important to note that only 8.7% of the total mental health budget in England 
goes on support for under-18s, which might suggest that the overwhelming 
majority of funding for mental health is used in reactive support (Young Minds, 
2018b).  
It seems as though specialist mental health support services are currently stuck 
in a continuous cycle whereby, they are attempting to respond to the need that 
reaches threshold, meanwhile, for the children who do not meet threshold, their 
difficulties escalate until a point at which they are deemed to require support. 
The views of the BPS (2018) reflect this, suggesting that if more emphasis were 
placed on preventative measures, the later demand on specialist services would 
reduce. Recent publications ‘Transforming Children and Young People’s Mental 
Health’ (Department of Health and Social Care & DfE, 2017) and ‘Future in 
Mind’ (Department of Health, 2019) recognise ‘at risk’ groups and the 
importance of preventative measures, however the primary focus of these 
proposals continues to be on reactive, rather than proactive support. The 
narrow focus of the proposed government initiatives does not take account of 
many vulnerable groups and puts significant pressure on the school-based 
workforce without ensuring sufficient knowledge, expertise and resources 
(House of Commons Education and Health and Social Care Committees, 2018). 
Findings from the current research also recognise the perception that there is 
more that GPs and adult mental health services could do regarding the sharing 
of information when there is a parent with mental illness. Baulderstone, Morgan 
and Fudge (2013) add weight to this finding, suggesting that GPs can use their 
skills to communicate with parents about the possible implications of mental 
illness on their functioning within the family. GPs can also refer in to educational 
supports where they exist.  
The current research has also highlighted that school staff are often concerned 
when there are safeguarding issues that are deemed to fall just below the 
threshold of social care involvement. In such scenarios, school staff are unsure 
as to how to support the child and the wider family. School staff often felt the 
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impact of a parents mental illness on their child was underestimated by social 
care services, as has been noted in previous research (Cleaver et al., 2011; 
Gray et al., 2008) This demonstrates the need for stronger links between social 
care services and schools in order to recognise and respond to safeguarding 
issues where a parent has a mental illness. Considering the high prevalence of 
parental mental illness as a factor in serious case reviews (Sidebotham et al., 
2016), this is an urgent priority.  
The above discussion highlights the need for an overall improvement in 
communication between education, health and care services. Despite the strain 
on the majority of public services including education (Belfield et al., 2018), I 
would argue that all of the aforementioned services are in a position to identify 
specific subsections of the COPMHN population. Therefore, more effective 
collaboration and communication between these services as well as 
assessment processes that consider the wider family of an individual ‘client’ 
would allow as many vulnerable children as possible to be identified and 
appropriately supported and protected.  
7.3 Originality and contribution to knowledge 
The current research offers an original contribution to knowledge in that it 
recognises and evaluates support available to a vulnerable subsection of 
COPMHN who are not easily identified or supported currently. 
Previous research by Wolpert et al., (2014) evaluated the benefits and 
limitations of the Kidstime workshops as they operate via health-based referral 
and delivery systems. This research sought to explore the mechanisms by 
which Kidstime has a positive impact on the families attend, and an enhanced 
focus on the referral process in Southbridge.  
Kidstime in Southbridge provides the opportunity for COPMHN to be recognised 
and supported, even if they, or their parents, are not currently known to other 
support services. In some situations, Kidstime is their first and only experience 
of support in relation to parental mental illness. This piece of research is the first 
to explore the school-linked referral context of the Kidstime intervention, and to 
seek the perspectives of the facilitators supporting it. This evaluation of the 
Kidstime intervention in Southbridge suggests positive outcomes for families 
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that attend Kidstime. However, such families in other areas of the country would 
not necessarily be identified or have the opportunity to be supported in the 
same way. In other Kidstime workshops across the country, it can be argued 
that children and families already have some form of support in place before 
accessing Kidstime, as they are often known to health or social care support 
services. This research highlights the unique positioning of schools to be able to 
identify and support children experiencing parental mental health needs, 
particularly if these children are currently unsupported due to not reaching a 
threshold for support for themselves, or their parents not yet accepting their own 
mental health difficulties.  
This research is also the first to seek the views of COPMHN themselves in 
relation to the support that they have experienced in school and is the first to 
provide these children with the opportunity to give their views regarding future 
support. This research has highlighted the important position of schools in 
identifying vulnerable children in need of support and providing support in 
collaboration with appropriate support services. Findings from this research 
reflect some good practice already in place in primary schools to support 
COPMHN and other vulnerable groups. There is therefore an opportunity for 
aspects of good practice to be shared and embedded across educational 
settings.  
7.4 Significance and implications of the research 
7.4.1 Significance and implications for policy 
The current research has implications for educational and multi-professional 
policies. As discussed above, the current emphasis on supporting children in 
schools in oriented more to reactive than proactive approaches. I would argue 
that processes and policies need to be in place to promote a focus on groups 
known to be at risk of developing mental health needs, as discussed above.  
Regarding policies relevant to various professional groups, this research has 
added weight to the vast research that suggests an urgent need for better 
communication and collaboration between professional groups responsible for 
supporting individuals that are part of a wider system. I would argue, based on 
the findings from this research, that there needs to be improvement in the 
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collection and sharing of data regarding ‘at risk’ groups so that risks can be 
assessed and monitored. I believe that there is a need for policies that specify 
the collection of data regarding a parent’s familial circumstances when they 
access adult mental health support services as well as the collection of data 
regarding a child’s home and family circumstances when undergoing an initial 
CAMHS assessment. I believe that such processes are likely to result in more 
vulnerable children being identified and supported appropriately at an earlier 
stage.   
7.4.2 Significance and implications for educational psychology practice 
and educational psychology services.  
7.4.2.1 Mediating psychological processes 
It has been suggested that psychological processes mediate the risk of 
developing mental ill health (Kinderman et al., 2013). As children experience 
the symptoms of their parent’s mental health needs, they conceptualise their 
observations and experiences in particular ways (Slominski, 2010). Slominski 
(2010) discussed that the psychological processes determining the way in 
which children think about and deal with their experiences affects emotional 
responses and coping strategies, which mediate the impact of their parent’s 
mental illness on their own wellbeing. Theories of stress and coping add 
support to this idea, suggesting that one’s interpretation of a stressful situation 
mediates the association between the degree of stress and the impact of the 
stressor on the individual (Compas, Connor-Smith, Saltzman, Thomsen & 
Wadsworth, 2001). 
If psychological processes can mediate risk, it is important to consider that 
psychological support might be an appropriate intervention for those 
experiencing parental mental illness. Assessing a child’s perception and 
understanding of their parent’s mental health problems and discussing capacity 
to cope with their situation may help professionals to know how these children 
and their families might best be supported.  
 
7.4.2.2 Relevance to educational psychology practice 
It could be argued that EPs are in a position to offer support in relation to the 
psychological processes that mediate risk of future mental health problems. 
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EPs often have scope to work at the systems, group and individual levels with 
regard to support and intervention (Curran, Gersch & Wolfendale, 2003). An 
EP’s position allows a ‘strategic vantage point’ from which they can consider the 
wide range of influences on an individual to understand how this may affect 
them, through applying their knowledge of psychology (Fallon, Woods & 
Rooney, 2010). Findings from the current research may therefore support EPs 
to plan intervention and support for COPMHN and their families at the systems, 
group and individual level. 
At the systems level, EPs might be able to influence policy and practice in 
relation to the identification of COPMHN and the support available to them and 
their families. This could be done via their roles in strategy groups relevant to 
the topic of mental health and wellbeing. EPs might also be able to offer training 
at a whole-school level for staff in relation to the needs of COPMHN or could 
offer supervision for staff responsible for supporting these children in schools. 
EPs may also be able to offer some individual work with the child and their 
family members. Farrell et al., (2006) suggested EPs are well placed to build 
“bridges between school and community”. It could therefore be argued that 
where a parent has a mental illness, EPs may have a role in facilitating the 
home-school relationships, supporting families and school staff to solve 
problems and supporting the link to external support services within the 
community.  
In relation to the previous discussion regarding the evident misattribution of a 
child’s difficulties in some circumstances, EPs are well placed to support 
schools and families to explore the factors that may impact on a child’s ability to 
function in school, opening up avenues of communication regarding the family 
circumstances where appropriate.  Such conversations could be challenging to 
initiate and facilitate, however an EP’s skills and training to deal with such 
situations, and their solution focused approaches (Stobie, Boyle & Woolfson, 
2005) mean they are well placed to negotiate such discussions alongside the 
family and school staff who know the child best.  
The government proposed ‘Mental Health First Aid’ initiative proposes the 
education of school-based staff regarding how to identify and support children 
experiencing mental health problems. However, the BPS (2018) highlight that in 
dealing with mental health of children and young people, training alone is not 
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enough and suggest that ongoing supervision and consultation is essential. The 
Mental Health First Aid initiative assumes that one person will take the lead on 
raising the profile, knowledge and understanding of children’s mental health 
needs. This is an enormous burden on a single person and assumes pre-
established knowledge of child development (BPS, 2018b). This is an area in 
which EPs may be able to offer support, for example in the form of refresher 
training, supervision or consultation. EPs are often already linked to schools 
and do have the prerequisite knowledge about child development and skills in 
applied psychology (Cameron, 2006).  
School constructs regarding the EP role are a commonly reported barrier for 
EPs to work in the area of children and young people’s mental health (Atkinson, 
Squires, Bragg, Muscutt & Wasilewski, 2014; Price, 2017). The current research 
also highlighted that there may be misunderstanding from parents about the 
role that schools can take in supporting the mental health and wellbeing needs 
of children. There is therefore an opportunity for EPs to inform their schools 
about their potential role in supporting the mental health and wellbeing of 
children and young people. It is also important that parents of school-aged 
children are made aware of the ways in which schools can offer support both 
internally and via their links to external support services, for example CAMHS.  
The BPS (2018) present some possible ways forward in addressing the gaps in 
support available to vulnerable groups of children at risk of mental health 
needs, utilising the skills and experience of educational psychologists. They 
discuss the need to reinstate educational psychology early-intervention 
services, allowing assessment and support for children in need. They also 
suggest the need for applied psychologists to be working more directly in 
schools, allowing them to guide and support both proactive and reactive 
responses to need. The BPS (2018) also advocate the development of policy 
relating to the recognition of ACEs, in order to promote and maintain positive 
mental health and wellbeing, with a particular focus on ‘at risk’ groups.  
7.4.2.3 Implications for educational psychology services 
This research highlights the unique set up of the multi-agency support team in 
Southbridge as conducive to early help and preventative support. As discussed, 
the multi-agency team in Southbridge is partially funded by the local authority in 
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terms of the statutory EP component of the service, but is further funded by 
school subscriptions for support from the multi-agency team. This model allows 
interventions such as Kidstime to be available to primary school-aged children 
and their families, who may not otherwise be able to access support due to 
thresholds.  
Referrals to the multi-agency team are reviewed by experienced professionals 
who are skilled at identifying wider systemic issues that may be contributing to 
or perpetuating difficulties for children in schools. Having the educational 
psychology service as part of this team allows for more holistic support, and 
preventative practice, as has been highlighted in previous research (Gaskell & 
Leadbetter, 2009). 
7.5 Strengths and limitations of the current research 
This research has focused on the support needs and experiences of COPMHN, 
and the capacity of school-based staff to support these needs. There has been 
little research from an educational perspective in this area to date, and 
therefore the findings from the current research offer a valuable contribution to 
knowledge.  
The current research findings are based on a small sample of parents, children, 
Kidstime facilitators and SENCos from the Southbridge Local Authority and the 
surrounding area and hence should not be assumed to be generalisable outside 
of this population. The SENCos interviewed for phase 2b often highlighted their 
school as more focused on mental health and wellbeing than other schools in 
their local area. These staff were often from schools within highly deprived 
areas of a city and therefore may have more experience identifying and 
supporting COPMHN, due to the link between deprivation and mental health 
problems (Fone et al., 2007). Also, as these particular members of staff were 
school SENCos, it is important to consider that they are likely to be the most 
experienced within the school. It is therefore important to consider the extent to 
which the school SENCo’s knowledge and understanding in relation to 
vulnerable groups is disseminated effectively throughout the school. I question 
whether the eagerness of the SENCos to engage in the research was due to 
elevated levels of confidence and experience in relation to understanding and 
supporting this vulnerable group. I recognise that SENCos knowing little about 
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the subject area were unlikely to want to expose this, or they may have felt they 
had little to offer to the research and hence the sample may not be 
representative of average school approaches. Nevertheless, the knowledge and 
experience of the SENCos interviewed gives a valuable insight in to the way in 
which vulnerable children might be effectively supported. 
It was more difficult than anticipated to gain the views of the younger children 
attending the Kidstime workshops. Despite adapting the questions asked and 
providing visual prompts and the option for more creative tasks, I feel some 
children struggled to express themselves fully. If I were to do the research 
again, I might approach the data collection for this aspect of the study 
differently, with an even greater focus on the practical and creative methods of 
eliciting the views of the children.  
Within the focus groups for phase 2a, there were some dominant characters in 
both groups, as is common with this method of data collection (Smithson, 
2010). As a result, I feel that some of the group members didn’t contribute as 
much as they could have done. However, when considering this in relation to 
the advantages of focus groups previously discussed, I would still consider this 
to have been an effective method of gathering the group’s views.  
 
7.6 Directions for future research 
In relation to the Kidstime intervention, there is a need to further explore the 
health-based referral systems operating elsewhere in the country, in order to 
better understand the advantages and disadvantages of this system in 
comparison to the school-linked system in Southbridge. It might also be useful 
to conduct research in to the impact of Kidstime children and families once their 
attendance has ceased, to explore the longevity of the positive impacts 
highlighted in the research. 
The majority of research studies regarding the needs of COPMHN and their 
families are often conducted on clinical populations, whereby the parent has a 
diagnosed mental health condition. A valuable direction for future research 
could therefore be to explore the needs of COPMHN in non-clinical populations, 
as it is this population that are likely to benefit most significantly from school-
based identification and support. 
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It would also be useful to conduct further research on the support available to 
COPMHN and vulnerable children more widely in schools, as SENCos 
interviewed for the current research highlighted the paucity of a focus on mental 
health and wellbeing practices in other surrounding schools. The current 
research also focused on SENCos only in relation to school-based support. 
These professionals are likely to be the most aware, knowledgeable and 
experienced regarding the support needs of vulnerable groups within their 
schools. It may therefore be useful to explore the views and practices of other 
school-based staff, to ascertain whether aspects of good practice are 
disseminated throughout the school. 
A number of SENCos discussed the importance of whole school approaches to 
mental health and wellbeing practices; however, this is a relatively new area of 
focus for some schools, likely in response to the aforementioned government 
initiatives and heightened public awareness of this topic. It would therefore be 
useful to explore the nature of these whole-school approaches, if and when 
these become embedded more widely.  
 
7.7 Concluding comments 
COPMHN are a vulnerable group at risk of a range of negative experiences and 
outcomes relating to their situation (Reupert et al., 2012). To date there has 
been a lack of published research on the mechanisms by which support 
interventions for this group are impactful and the availability of school-based 
support. This research has illuminated aspects of effective support for 
COPMHN and their families and has contributed ideas for future support.  
Findings from the current research have highlighted the mechanisms by which 
the family focused intervention ‘Kidstime’ has a positive impact on the families 
that attend. These findings support the need for an increased focus on early 
identification and intervention for groups known to be at risk, such as COPMHN. 
Most notably, this research has reinforced the potential value of school-based 
support services in identifying and supporting COPMHN. This research 
suggests that school staff are increasing in their knowledge, understanding and 
awareness of vulnerable groups and reinforces that the stable, structured 
environment of schools allows opportunities for regular monitoring of vulnerable 
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children. This supports the suggestion that schools are appropriately positioned 
to identify COPMHN and provide early intervention opportunities. Despite being 
well placed, the current findings highlight that school staff are likely to require 
initial and ongoing support to develop and maintain the appropriate 
understanding and skill set to support such vulnerable groups. There is also the 
need for good practice to be embedded and extended across educational 
settings. As well as this, the current research findings strengthen the argument 
for improved collaboration between education, health and care services 
regarding identification of and support for vulnerable children.  
The findings from this research are relevant to COPMHN themselves, their 
families and those who support them. Educational psychologists might consider 
the findings from this research to advise and support schools in relation to the 
needs of COPMHN, empowering school staff to identify vulnerable groups and 
supporting the planning and implementation of appropriate intervention. 
For me personally, this has been an incredibly interesting piece of research to 
complete and I am grateful to have learned so much from the participants and 
the process. This research has given me a greater insight in to the challenges 
for children and families where a parent has a mental illness, as well as some of 
the ways that this vulnerable group can be effectively supported. I am pleased 
to have been able to contribute to the research evidence regarding the support 
needs of COPMHN and aim to consider the findings to inform my own future 
practice as an educational psychologist.  
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Appendices 
Appendix A 
Concept map to outline the structure and content of the research domain. 
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Appendix B 
Interview schedules for phase 1 participants 
Interview schedule designed for children aged 4-7 
Issue/topic Possible 
Questions 
Possible follow-up questions Probes 
Reasons for 
coming to 
Kidstime / 
purpose of 
Kidstime 
 
1.How did you 
find out about 
Kidstime? 
Who told you?  
What did they say? 
 
 
2.What is the 
point of coming 
to Kidstime? 
 
 
 
3.When you did 
(X) at the 
beginning of 
Kidstime 
today…. What 
did it make you 
think about?  
Do you think that it could have anything to do 
with people being unwell? 
• Do you know what mental illness 
means? 
Tell me 
about that.  
Perception of 
the elements 
of Kidstime 
4.Can you draw 
your favourite bit 
of Kidstime? 
Tell me about your drawing. 
 
What do 
you like 
about that 
part? 
Art work / film 
description   
Children will be 
presented with 
different pieces 
of artwork /film 
they have 
previously 
created.  
5.Can you tell 
me about this 
piece of art 
work/ film? 
What does it mean?  
What were you trying to show?  
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Impact of 
Kidstime  
 
 
Has anything 
changed for you 
because of 
Kidstime? 
For this 
question, 
children were 
given a larger 
copy of the 
‘feelings faces’ 
scale to highlight 
if things were 
worse, the 
same, or better 
than before they 
attended 
Kidstime. 
 
•  How you are doing 
 
 
 
(visual prompt used for all of these questions) 
• How your family are doing 
• How you are doing at school  
• How you feel about yourself 
• How well you can cope when things are 
tricky 
• How much you understand about 
mental illness 
Is there anything else that has changed for 
you? 
 
 
 
Can you 
explain?  
 
 
Tell me 
more 
about that. 
 
 
 
 
Perception and 
understanding 
of support in 
schools / 
elsewhere?  
 
Is there 
someone in 
school that 
knows you come 
to Kidstime?  
Who are they? 
Does it help to have someone in school that 
knows about your family?  
How? 
Tell me 
more. 
Can you 
explain? 
8.Do you learn 
about mental 
illness in 
school?  
What do you learn about?  
Is there anything else you want to talk about? 
 
 
 
 
 
 
Worse Better The same 
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Interview schedule designed for children aged 7+ for phase 1 
Issue/topic Possible 
Questions 
Possible follow-up questions Probes 
Reasons for 
coming to 
Kidstime 
 
 
How did you find out 
about Kidstime? 
Who told you?  
Can you tell me what they said? 
What did you think/feel about coming? 
 
Why does  your 
family come to 
Kidstime? 
 
Does Kidstime help you? How? 
Do you think Kidstime helps your 
family? 
 
Can you 
explain. 
Tell me 
more about 
that. 
Perception of the 
elements of 
Kidstime 
Can you draw your 
favourite bit of 
Kidstime? 
Can you tell me why you think that bit 
is the best? 
Can you explain why? 
Is there anything you don’t like about 
Kidstime? 
 
Art work / film 
description   
Children will be 
presented with 
different pieces of 
artwork /film they 
have previously 
created.  
Can you tell me 
about this piece of 
art work/ film? 
 
 
What does it mean? 
What were you trying to show?  
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Impact of 
Kidstime  
 
 
Has anything 
changed for you 
since coming to 
Kidstime? 
 
Children given larger 
version of visual 
prompt for all 
questions 
Has your understanding of mental 
illness changed?  
1. How would you explain mental 
illness to someone who didn’t 
know about it? 
 
 
Have any of these things changed…?  
• How you are doing?  
  
• How your family are doing? 
• How you get on with friends? 
• How you get on at school?  
• How happy you feel?  
• How you feel about yourself?  
• How well you can cope when 
things are tricky? 
 Is there anything else that has 
changed for you? 
 
 
 
 
 
 
 
 
 
 
Can you 
explain?  
 
 
Tell me 
more about 
that. 
 
Perception and 
understanding of 
support in schools 
/ elsewhere?  
 
 
 
 
 
 
Is there someone in 
school that knows 
you come to 
Kidstime?  
Who are they? 
Do you think it is helpful that someone 
knows? 
If yes why/how? 
 
 
Do you learn about 
mental health or 
mental illness in 
school? 
Can you tell me about what you learn?  
Do you have any 
other help either in 
If yes, what is it? Can you tell 
me more 
Worse Better The same 
  
 173 
 
 
 
 
 
 
or outside of school 
that is to do with 
mental illness? 
If no, what would be helpful in school 
do you think?  
 
 
about what 
happens?  
Is there anything 
else you feel you 
need help with? 
What would it be? 
How would that help?  
Is there anything you still don’t 
understand or want to know about 
mental illness?  
 
Is there anything else you would like to talk about? 
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Interview schedule for parents attending Kidstime workshops 
Issue/topic Possible Questions Possible follow-up questions Probes 
Reasons for 
coming to 
Kidstime 
How did you first find 
out about Kidstime? 
Was it through school / health 
services? 
Did you request some support? 
OR 
 Did school or other services 
suggest support was needed 
for yourself/your child? 
 
 
 
Tell me more 
about that. 
Can you explain 
what support 
you felt 
you/your child 
needed. 
Can you explain 
what support 
the school / 
other service 
felt was 
needed?  
What did you 
think/feel about 
that?  
Why do you come to 
Kidstime? 
What first brought you here? 
What is the purpose of 
Kidstime for you? 
Who do you feel benefits from 
Kidstime? 
What do you think are the 
benefits of coming to Kidstime? 
/ What do you like about it? 
Tell me more 
about that. 
 
 
 
 
 
 
Perception of 
the elements 
of Kidstime 
How do you feel 
about the seminar 
aspect of the group 
(the beginning 
discussion)? 
What do you think is the point 
of it?  
Is there a benefit?  
Can you 
explain? 
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How do you feel 
about the shared 
activities aspect of 
Kidstime?  
What do you think is the point 
of it?  
What do you like /not like about 
it? 
 
How do you feel 
about the separate 
group section of 
Kidstime? 
What do you feel is the point of 
it? 
Do you gain anything from 
attending? If so what? 
Can you 
explain… 
 
  
How do you feel 
about the final part of 
Kidstime where 
progress is shared 
and time is spent 
sharing food 
together? 
What do you feel is the 
purpose? 
Is this beneficial for you? 
 
Tell me more 
about that.  
Impact of 
Kidstime  
Has anything 
changed for you as a 
result of attending 
Kidstime? 
In terms of; 
Your knowledge and 
understanding of mental health 
and illness? 
Relationships? 
With your child/children 
With anyone else? 
The way you talk about mental 
illness? 
Home life in general?  
Sense of wellbeing? The state 
of being comfortable, happy 
and feeling okay about 
yourself.  
Resilience?  
 
 
Can you explain 
the change?  
 
Can you give an 
example? 
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The ability to deal with difficult 
situations and cope in hard 
times. 
Self-concept?  
How you think and feel about 
yourself and how you feel 
others perceive you. 
 Any other impact?  
Do you feel anything 
has changed for your 
child as a result of 
Kidstime? 
In terms of;  
Knowledge of mental 
health/illness? 
The way they talk about mental 
illness? 
Relationships? 
With you? 
With others? 
Home life in general? 
School life?  
Wellbeing?  
The state of being comfortable, 
happy and feeling okay about 
yourself. 
Behaviour?  
Resilience?  
The ability to deal with difficult 
situations and cope in hard 
times. 
Self concept 
How you think and feel about 
yourself and how you feel 
others perceive you. 
Can you 
explain?  
 
 
 
 
 
 
 
 
Can you give an 
example?  
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Any other impact?  
Perception 
and 
understanding 
of support in 
schools / 
elsewhere?  
Did you have a link 
person between 
school and Kidstime?  
How did you come to meet this 
person?  
Did you find it helpful to have a 
link person? 
If so, how did this help you?  
Do you still have contact with 
this person now?  
does it help?   
 
Do you think anything 
would be different if 
Kidstime referrals 
came through mental 
health services rather 
than through school?  
What would be different? 
What do you feel would be the 
advantages and disadvantages 
of this?  
Are you/your child involved 
with mental health services 
currently?  
 
Do you know of any 
extra support that 
your child receives in 
school?  
What is it? 
Do school understand your 
family and your needs? 
 Do you think it is important 
that school understand your 
family situation with regard to 
your mental health needs? 
Why?  
Can you tell me 
more about 
what happens?  
Do you think it is 
important that school 
know about your 
mental health needs?  
Why do you think that?  
Are you in regular contact with 
the school with regards to your 
needs and the needs of your 
child? With who? In what way?  
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Is there any other 
support that you 
know of that you think 
your child needs?  
What is it that you feel your 
child might need support 
with/for?  
Can you explain 
why? 
Is there any other 
support that you feel 
you might need as a 
family or for you as 
an individual? 
What kind of support do you 
feel you / your family need? 
Tell me more 
about that. 
Is there anything else you would like to discuss? 
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Interview schedule for facilitators of Kidstime workshops 
Issue/topic Questions Possible follow-up 
questions 
Probes 
How does 
Kidstime in 
Southbridge 
correspond with 
the aims stated by 
the Kidstime 
foundation? 
What would you 
say are the main 
aims of Kidstime?  
   
 
 
How do you think 
facilitators promote 
the aims of 
Kidstime? 
 
 
 
Is there anything 
that you feel gets in 
the way of the 
fulfilment of the 
aims of Kidstime? 
How do you manage that?  
Perception of the 
elements of 
Kidstime 
What do you feel is 
the purpose of… 
The Seminar  
The individual groups for 
adults? Children? 
Coming together at the end 
of the Kidstime session? 
In your opinion, 
how successful 
is this part?  
Impact of Kidstime  
 
What impact do 
you think Kidstime 
has on the families 
that attend?  
 
In relation to… 
The children? 
The parents with mental 
health needs? 
Other family members that 
attend?  
Have you any 
examples of this 
impact that you 
have noticed? 
 Do you receive any 
feedback from 
schools/other 
professionals in 
relation to any 
impact of Kidstime 
What is the nature of this 
feedback? 
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on the 
children/parents 
attending? 
School-linked 
referral system 
How would you 
describe the 
benefits of having a 
school-linked 
referral system?  
How would you 
describe the 
disadvantages to a 
school-linked 
referral system? 
Do you feel there are 
advantages/disadvantages 
of the school-linked referral 
system as it operates here 
in ‘Southbridge’?  
 
 
What are your 
thoughts on the 
health-based 
referral systems 
operating 
elsewhere?  
What do you see as the 
possible advantages and 
disadvantages of a health-
based referral system? 
 
 
Can you think of 
anything you would 
change in relation 
to referral systems 
for Kidstime?  
What would the benefits be 
of this change?  
 
What else do you 
feel could be done 
to increase the 
availability and 
awareness of 
Kidstime? –  
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Perception and 
understanding of 
support in schools 
/ elsewhere?  
 
 
 
 
 
 
 
 
 
 
 
 
To your 
knowledge, are 
there any other 
local support 
services available 
to children of 
parents with mental 
health needs?  
What is the nature of this 
support?  
 
 
 
 
 
Could you describe 
any support 
available for 
children of parents 
with mental health 
needs in schools 
that you are aware 
of? 
Do you feel school staff 
have an awareness / 
accurate understanding of 
the needs of these 
children?  
If not, do you have any 
thoughts on how this might 
be improved?  
 
What support do 
you feel could be 
put in place in 
schools to support 
children of parents 
with mental health 
needs? 
What might this look like? 
 
How would this be helpful? 
 
 What do you feel 
are the barriers to 
school-based 
support for 
COPMHN? 
  
 
Is there anything else that you feel is important to mention in relation to Kidstime, its 
impact, the referral processes or anything else?  
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Appendix C  
Focus group stimulus questions for phase 2a participants (Secondary school 
children)  
Issue/topic Questions Possible follow-up 
questions 
Probes 
Understanding 
of mental 
illness 
What is your 
understanding of mental 
illness?  
 (mind map/draw in pairs)  Can you talk 
me through 
what you have 
done?  
Do you know someone 
with a mental illness?  
Can you tell me more 
about that 
person/people? 
Can you 
draw/write/say? 
Do you learn about mental 
illness in school? 
If yes…what do you 
learn? 
 Do you think this is 
helpful/important? 
Why?  
Support 
available 
Is there help available for 
you in school in relation to 
mental health? Your 
circumstances? 
If yes… what is it? How 
does it help?  
If no, what help do you 
feel is needed? 
Prompt young 
carer support 
groups  
What might be different if 
help wasn’t available in 
school?  
Where else might you 
access support?  
 
 
Ideas for 
future support 
for younger 
children 
Do you remember learning 
about mental 
health/mental illness in 
primary school?  
If yes, what can you 
remember?  
If no, do you think that 
would have been helpful 
or not?  
Why?  
Have you got any ideas 
about how younger 
children could be taught 
What information might 
they need to know?  
How else might children 
who have difficulties at 
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about mental 
health/illness? 
home be supported in 
school?  
Is there anything else you would like to mention/discuss?  
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Appendix D 
Interview schedule for Phase 2b participants (SENCos) 
Topics to be 
discussed  
Questions Possible follow-up 
questions 
Prompts 
Current 
support 
around 
mental health 
generally  
Does mental health 
education happen 
here in your school? 
If so, what form does it take? 
If not, are there plans to do 
this? 
What is the 
purpose? 
Impact? 
 
Knowledge 
and 
understanding 
of needs of 
children of 
parents with 
mental illness 
(COPMI) 
Are you aware of 
children in your 
school experiencing 
parental mental 
illness? 
 
How did you come to find out 
about these children?  
Do you have a member of 
staff that works closely with 
families? E.g. PSA? Would 
they know more about this? 
What are your thoughts on 
the effects on children living 
with parental mental illness? 
Can you 
tell me 
more about 
this?  
Support for 
COPMI 
Does your school 
currently offer 
support for COPMI? 
 
 
If no… for vulnerable children 
more generally? 
If yes - What form does this 
take?  
Are there other services that 
you know of who offer support 
to these children?  
 
Are you aware of the 
Kidstime workshops?  
If no briefly explain 
intervention and key research 
findings – link to next 
questions 
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My research found 
that explicitly 
teaching children 
about mental illness 
using the correct 
language might have 
a positive impact on 
understanding. Can 
you see a role for 
schools to educate 
children about 
mental illness? 
 
 The importance of 
opportunities to 
spend time with 
others in a similar 
situation, as well as 
the need for respite 
and time outside of 
the family home was 
also highlighted. Can 
you think of a way 
that primary schools 
could facilitate this?  
 
Opportunities to 
express thoughts 
and feelings through 
creative activities 
was highlighted as 
important. Do 
children have the 
opportunity for this in 
school? 
 
Ongoing stigma 
around mental illness 
 How might this happen? 
(teachers / external agencies / 
whole school approach)  
Do teachers currently have 
awareness/ understanding / 
training and confidence?  
 
 
 
 
 
 
 
What is currently in place in 
your school? 
 
 
 
 
 
 
 
 
 
 
 
If not, could this be done? 
What form might this take? 
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was another theme 
that came up, 
including the idea 
that both adults and 
children stigmatise 
mental illness and 
other needs – do you 
have any ideas on 
how schools might 
begin to address 
this?   
 
Do you see a role for 
primary school staff 
in supporting the 
needs of parents 
themselves? 
 
Is there any other 
support you feel you 
would like to see put 
in place in schools to 
support the needs of 
this group of children 
and their families?  
 
 
 
 
 
 
 
 
 
 
 
 
Does your school currently 
offer support for parents? 
 
What do you feel are 
the barriers to the 
implementation of 
support for COPMI in 
school? 
Do you have any ideas about 
how these barriers could be 
overcome?  
Who could 
make these 
changes? 
Next steps for 
support 
Do you feel your 
school could do with 
additional support 
and guidance around 
COPMI? 
What are the gaps? 
What form of support would 
be helpful?  
Training?  
Resources? 
What would 
be helpful? 
 
Is there anything else you would like to discuss in relation to this topic? 
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Appendix E 
Braun & Clarke’s (2006) stages of thematic analysis alongside details of my 
own analysis. 
 
Stages of Thematic 
Analysis 
 
My Analysis 
1.Transcription  I personally transcribed the recorded data from all interviews 
using Microsoft Word. Although this was a long process, I chose 
not to use transcription software, as I wanted to immerse myself 
in the data, and have the opportunity to recognise subtleties in 
the way the interviewees responded, adding to the richness of 
the data. During transcription, I typed some notes representing 
my initial thoughts, using the tracking system on Microsoft Word.  
2.Reading and 
familiarisation 
I printed off all the transcripts and read them a number of times, 
to further familiarise myself with the data. At this stage, I 
highlighted sections of the text and made hand-written notes 
based on my thoughts and interpretations on each individual 
transcipt. I re-read each transcript at least three times, each 
time adding notes and making links within the data. The more I 
read the transcripts, the more I was able to think on a deeper 
level about the data, noticing topics and ideas that were not 
immediately apparent. This process of immersion in the data 
and re-reading on multiple occasions builds the ‘trustworthiness’ 
of my interpretation of the data.  
I then recorded all my handwritten notes as codes to the 
tracking system on Microsoft word, so that all my codes were in 
one place, attached to each transcript.  
In making my initial notes, I was mindful of my positionality in 
relation to the data collected, and therefore recognise that these 
initial notes may have reflected a noticing of topics and subjects 
that are important to me, or that I might have expected as a 
researcher. As an interpretivist researcher, I continued to remain 
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mindful of my influence on the data throughout analysis, and 
employed a systematic approach to coding the data, using the 
text from the transcripts as a starting point for formal analysis, 
utilising a bottom-up, rather than top-down process, so as to 
reduce confirmation bias.  
3.Coding  I used Microsoft word and the comments function to record all 
codes against the raw data on each transcript individually.  
A complete coding approach was used, whereby all data 
collected was coded (Braun & Clarke, 2013). These codes were 
predominantly data derived codes, with the codes reflecting a 
summary of what was explicitly said. There were also some 
researcher-derived codes that reflect more implicit ideas and 
sought to understand the assumptions and frameworks that 
underpin what was explicitly said (Braun & Clarke, 2013). These 
are codes that reflect my own interpretation of the data, based 
on patterns and links that I have drawn from the transcript data. 
4.Searching for 
themes 
I analysed each group of interviews separately. For phase 1, 
these groups were: Kidstime children, Kidstime parents and 
Kidstime facilitators. I generated a number of categories for 
each group based on the grouping of similar codes. I then 
combined all of the categories from the three groups to search 
for common themes. 
For phase 2a, the year 8 and year 11 focus groups codes were 
generated based on the individual focus groups. These codes 
were then combined to create common themes.  
For phase 2b, the codes generated for each SENCo interview 
were combined to derive categories and then themes. 
I combined categories and themes as described above in a 
separate word document. I used a separate colour for each 
participant when combining the codes in to one document for 
analysis, to ensure I could remain mindful of the number of 
participants making similar comments once all the data was 
combined. I was eager to ensure that the comments didn’t tend 
to reflect only one person’s perspective.  
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 I felt this approach to analysis allowed more flexibility and 
creativity than some of the thematic analysis software I have 
used previously, as I was able to adapt and rearrange themes 
as I became more familiar with the data. Some themes became 
apparent during the coding process, so these were often the 
easiest to bring together. As I grouped similar categories, 
themes became more apparent.  
5. Reviewing 
themes – map of 
provisional themes 
and subthemes 
I created maps for individual themes and subthemes, to help 
visualise the key points for each set of interviews. For phase 1, I 
brought together the themes from each set of interviews and 
grouped them under global themes from all of the interviews.  
6.Defining and 
naming themes 
The process of identifying codes, then categories and finally 
themes allowed these themes and categories to be fluid and 
changeable throughout the process of analysis. Once defined 
and named, I checked my codes, categories and themes 
alongside learned research colleagues and my research 
supervisors, to further add to the trustworthiness of my 
interpretations.  
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Appendix F 
Examples of handwritten notes alongside raw transcription of data collected 
from interviews and focus groups.  
Phase 1: Interview sample:  
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Phase 2a: Focus group sample:  
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Phase 2b: interview sample: 
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Appendix G  
Initial codes alongside transcripts 
Phase 1: Sample from interviews (child attending Kidstime) 
 
Phase 2a: Sample from focus groups (Year 11 focus group) 
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Phase 2b: Sample from interviews (SENCo) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 195 
Appendix H 
Grouping of codes into categories and subsequent grouping of categories into 
global themes  
*Below is a sample from Kidstime facilitator interviews of how codes formed 
categories, and how categories formed themes.  
Below is an example of how the global theme: Impact on families* was derived 
based on the facilitator interviews. 
The codes (coloured and underlined) below were grouped together to form 
categories (in black, bold font). The different colours for codes represent 
different participants’ comments.   
Categories were then grouped together alongside categories from other groups 
of interviews (children and parent interviews) and conceptualised under the 
global theme of: Impact of Kidstime on families.  
All global themes discussed in the research were derived in this way.  
Theme: Impact on families (colours represent individual participant 
responses).  
Codes Categories 
The impact of Kidstime can take a while to be seen 
The fact that most families show up most weeks means there must be 
some impact 
Most children want to be there … so there must be a positive impact 
Sometimes children aren’t aware they are ‘getting it’ 
Other family members can positively share the experiences and learning 
even when sessions are difficult, there is always some progress to be 
seen 
important, valuable moments even in chaotic sessions 
There has been positive feedback from schools about the impact of 
Kidstime of the children/families that attend 
Long-term approach  
Progress and advances happen over a long period of time 
The impact on families is mixed and has its ups and downs, but its overall 
positivity is obvious 
Sometimes you can see an impact from the beginning to the end of one 
session 
Can recognise a huge impact on families 
General impact 
on families 
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Some families attend for long periods and express they can’t manage 
without it 
Hard to say the impact on children, it can appear they don’t get it 
Some of the creative activities give the children a chance to be children 
KT has a huge impact on parents that attend 
Parents rely on KT staff quite heavily 
 KT families can depend on KT staff for support 
Families would say there is nothing else like KT 
Families express that they need KT for support 
Other family members attending is generally supportive for the family 
Some people leave KT as they feel they have been given the skills and 
tools at KT and can apply them independently  
Not a lot of feedback from schools about an impact on children in school 
KT staff receive communication from families in crisis between sessions, 
because they have no one else 
Families get a lot out of KT 
Positive to recognise when families no longer rely on the intervention 
The impact of KT is not always in the sessions 
Impact can take a long time to be seen  
Progress is slow and learning is not always permanent 
Progress can be difficult to quantify  
Often hard to see the impact as a facilitator 
Sometimes progress can be undone due to deterioration of parent’s 
mental health 
 
Kidstime helps parents recognise the impact of the mental illness on 
relationships. 
Kidstime helps the parents recognise how they affect their children which 
can be humbling 
Kidstime can help families to be more integrated 
Kidstime can help families to be more independent  
Families have taken on board some of the processes explored in Kidstime 
in their everyday lives 
Parents report positive effects on family life 
Parents report gaining the ability to understand and explain together the 
effect of mental illness on family life  
Kidstime allows families to feel more confident to be together 
Families have been seen to take on board strategies demonstrated in KT 
sessions in their own lives 
Family 
relationships 
and 
functioning 
Social opportunities at Kidstime can reduce isolation  Social 
relationships / 
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Kidstime provides opportunities for families to connect with other families 
in similar situations 
Kidstime allows attendees to recognise universality of mental illness  
Families tend to integrate more with the group as time goes on  
When families integrate within the group more, that is when you can 
notice an impact 
The first impact is often when families start communicating with each 
other and feeling less alone and less stigmatised 
Kidstime provides some attendees with a sense of being able to help and 
support others in the group due to lived experienced and knowledge about 
mental illness 
Kidstime allows families to realise they are not the only ones going 
through this experience 
Helps children to realise they are not the only ones experiencing parental 
mental illness 
Kidstime has built trust for adults in some children 
KT promotes the development of new friendships 
Some children might attend KT for social opportunities 
Parents will often turn to KT staff with difficulties before anyone else – 
trusting relationships 
KT provides families with a sense of belonging 
Isolation is reduced for families as a result of KT 
KT provides an opportunity to families to be alongside others in similar 
positions 
 
feelings of 
reduced 
isolation / 
sense of 
belonging 
 
Parents are able to communicate with their children in a more positive 
way than previously 
Kidstime helps families to learn how to communicate 
Kidstime can help families to communicate more positively 
Other family members’ attendance can be a help or a hindrance  
Other family members can positively share the experiences and learning 
Other family members attending can promote consistent knowledge and 
messages for the child regarding mental illness.  
Kidstime encourages discussions and open communication about mental 
illness 
Parents report gaining the ability to understand and explain together the 
effect of mental illness on family life  
Kidstime allows families to talk more 
Kidstime allows families to adopt the language of mental illness to talk 
openly  
Family 
communication 
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Kidstime helps to raise awareness of their mental illness, its affect on 
them, and on their children 
Kidstime helps parents be more mindful about the language they use 
It can take months and months or longer for parents to recognise the 
impact of their mental illness on their children 
Kidstime can help families better understand what is happening for them.  
Other family members can positively share the experiences and learning 
Other family members attending can promote consistent knowledge and 
messages for the child regarding mental illness.  
Kidstime gives families alternative perspectives to viewing situations and 
mental illness. 
Role plays and films made by children give parents insight in to children’s 
perceptions of mental illness 
Kidstime gives children a more concrete understanding of mental illness 
Kidstime helps to address the myths surrounding mental illness and gives 
children the facts 
Labelling mental illness and explaining it makes it less frightening for 
children  
Importance of a shared narrative around mental health and illness 
Kidstime helps parents realise the impact of their mental illness on their 
children 
Kidstime helps parents to realise how much their child understands about 
their mental illness 
Kidstime provides an opportunity for the parent to gain insight in to the 
child’s insight  
Parents are given an opportunity to see how children understand their 
parent’s mental illness 
Kidstime provides explanations about mental illness 
Kidstime provides families with the language to talk about and explain 
mental illness 
Parents report gaining the ability to understand and explain together the 
effect of mental illness on family life  
KT can help support children’s understanding of typical feelings and those 
associated with mental illness 
KT can help children understand the connections between their own 
mental health and their parent’s mental health 
The older children have a better understanding 
Parents who are explicit with their children about their mental illness really 
get it 
KT can help support other family members to better understand how to 
support the parent with mental illness 
Understanding  
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KT gives other family members a sense of what it might be like to have a 
mental illness 
KT can give other family members insight in to the lived experience of 
parent with mental illness 
KT helps people recognise the impact their mental illness has on their 
behaviour  
KT helps parents with mental illness understand why they behave in a 
certain way 
KT can suggest answers and give clarity about behaviour associated with 
mental illness 
The parents tend to underestimate the children’s understanding 
parents gain insight in to child’s understanding as a result of feedback 
from individual groups 
Families show a greater insight in to their mental illness 
Adults group can help parents better understand their children’s behaviour 
KT provides children with a different narrative around some of their 
behaviour and experiences 
KT facilitators can provide children with different experiences than they 
might get at home 
KT can enable families to better understand how MI affects their 
behaviour and the children 
KT gives parents insight in to themselves 
 
Kidstime helps parents be more mindful about the language they use 
Children begin to demonstrate an impact when they are able to express 
themselves through art / metaphor in sessions, even if they don’t realise it. 
Other family members attending can promote consistent knowledge and 
messages for the child regarding mental illness.  
Being transparent about mental illness spreads to others, allowing people 
to talk more openly 
Kidstime gives children the language to discuss mental illness 
Kidstime provides a place for children to explore their feelings 
Kidstime encourages discussions and open communication about mental 
illness 
Creative activities at Kidstime allow children to explore some of the issues  
Kidstime provides families with the language to talk about and explain 
mental illness 
Parents report gaining the ability to understand and explain together the 
effect of mental illness on family life  
Kidstime allows families to talk more 
Kidstime allows families to adopt the language of mental illness to talk 
openly  
Language and 
expression  
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Some children at Kidstime demonstrate expression of their thoughts and 
feelings 
Children can express themselves through creative activities 
Kidstime gives children permission to be creative and have their creations 
valued 
Children afforded creative freedom in Kidstime sessions 
Children given a sense of responsibility in guiding sessions with their 
ideas 
Children can repeat words associated with mental illness 
Some of the creative activities give the children a chance to be children 
Some of the children display difficult behaviour, which may be an 
expression related to home situation 
Parents who are explicit with their children about their mental illness really 
get it 
Parents communicate with KT staff between sessions to express 
difficulties 
Sometimes the direct use of language is challenging for parents but KT is 
about talking openly 
The children’s sessions give them an opportunity to express their own 
experiences 
adult group provides opportunities for expressing and discussing own 
thoughts and feelings  
KT facilitates discussions on topics that attendees may never have had 
before 
Kidstime helps to remove some of the stigma associated with mental 
illness  
The first impact is often when families start communicating with each 
other and feeling less alone and less stigmatised 
The sense of privacy at KT may be what builds a sense of trust for some 
families 
Still a stigma around mental illness meaning KT still private 
Private side to Kidstime 
Not many people know about Kidstime and its not discussed much in 
schools 
Conversations about MI partly de-stigmatises it 
Naming MI and talking openly helps to destigmatise 
Addressing 
stigma  
 
Kidstime can help families to be more calm 
Kidstime can help individuals/families to feel less anxious 
It is a support for families to know that Kidstime is available if needed 
Kidstime provides families with someone to talk to  
Impact of Kidstime seen on children in school – appearing more settled 
Mental health  
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Feedback from schools regarding parents needing less in-school support 
as a result of Kidstime 
Kidstime provides a place for children to explore their feelings 
Kidstime has built confidence in some children 
KT can help children understand the connections between their own 
mental health and their parent’s mental health 
KT can provide time where children don’t need to worry about their 
parents 
KT provides the opportunity to talk to someone 
KT provides a safe place 
the adult group provides an opportunity for them to offload 
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Appendix I 
Exemplar thematic map 
Below is an example of the global themes and subthemes from the Kidstime 
interviews with children, parents and facilitators represented in a thematic map.  
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Appendix J 
Approved ethics proposal and certificate of ethical approval 
Ethics Proposal:  
 
COLLEGE OF SOCIAL SCIENCES AND INTERNATIONAL STUDIES  
When completing this form please remember that the purpose of the document is to clearly 
explain the ethical considerations of the research being undertaken. As a generic form it has 
been constructed to cover a wide-range of different projects so some sections may not seem 
relevant to you. Please include the information which addresses any ethical considerations for 
your particular project which will be needed by the SSIS Ethics Committee to approve your 
proposal.  
Guidance on all aspects of the SSIS Ethics application process can be found on the SSIS 
intranet:  
https://intranet.exeter.ac.uk/socialsciences/staff/research/researchenvironmentandpolicies/e
thics/  
All staff and postdoctoral students within SSIS should use this form to apply for ethical 
approval and then send it to one of the following email addresses:  
ssis-ethics@exeter.ac.uk This email should be used by staff and postdoctoral students in 
Egenis, the Institute for Arab and Islamic Studies, Law, Politics, the Strategy & Security 
Institute, and Sociology, Philosophy, Anthropology.  
gseethics@exeter.ac.uk This email should be used by staff and postdoctoral students in the 
Graduate School of Education.  
Ref (for office use only)  
201718-135  
Applicant details  
Name : Danielle Ford  
Department : DEdPsych  
UoE email address : xxxxxx 
Duration for which permission is required  
You should request approval for the entire period of your research activity. The start date 
should be at least one month from the date that you submit this form. Students should use the 
anticipated date of completion of their course as the end date of their work. Please note that 
retrospective ethical approval will never be given.  
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Start date: 09/05/2018  
End date: 01/09/2019  
Date submitted: 05/2018  
Students only:  
All students must discuss their research intentions with their supervisor / tutor prior to 
submitting an application for ethical approval. The discussion may be face to face or via email.  
Prior to submitting your application in its final form to the SSIS Ethics Committee it should be 
approved by your first and second supervisor / dissertation supervisor/tutor. You should 
submit evidence of their approval with your application, e.g. a copy of their email approval.  
Student number: xxxxxxx  
Programme of study: Doctor of Educational Psychology (DEdPsych)  
Name of Supervisor(s)/tutors or Dissertation Tutor: Shirley Larkin, Caroline Gallagher  
Have you attended any ethics training that is available to students?  
For example, the Research Integrity Ethics and Governance workshop: 
http://as.exeter.ac.uk/rdp/postgraduateresearchers 
 
Yes, I have taken part in ethics training at the University of Exeter 
 
If yes, please give the date of the training: 19/01/2018  
Certification for all submissions  
I hereby certify that I will abide by the details given in this application and that I undertake in 
my research to respect the dignity and privacy of those participating in this research. I confirm 
that if my research should change radically I will complete a further ethics proposal form. 
Danielle Ford  
Double click this box to confirm certification ☒ 
Submission of this ethics proposal form confirms your acceptance of the above.  
TITLE OF YOUR PROJECT  
An exploration of the impact of Kidstime and of parental mental health awareness and support 
in schools.  
SYNOPSIS OF THE RESEARCH PROJECT  
The intergenerational persistence of mental health problems is strongly supported by the 
literature. Children of parents with mental health needs (COPMHN) are at risk of developing a 
mental illness themselves, and risk a number of other negative outcomes. These children are 
considered to be experiencing at least one of the top ten adverse childhood experiences (ACE), 
known to significantly reduce their life chances and opportunities. The UK government is 
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placing increasing emphasis on the need to make mental health support available to children 
in schools, however the ever-growing strain on children’s mental health services means that 
children in need are not often receiving the support in a timely manner. It is therefore 
important that other support services can explore ways to provide this support, not only in 
response to presenting needs, but also early intervention support services for groups known to 
be vulnerable.  
Kidstime is an intervention for children of parents with mental health needs. Kidstime involves 
workshops for children and parents. The main aim of Kidstime is to increase understanding in 
relation to mental health. The Kidstime workshops aim to; Promote resilience in the children 
who are affected by parental mental illness, promote positive attitudes to mental health for 
affected young people, work to reduce the stigma associated with mental ill-health in general, 
and with children of “sufferers” and work to reduce the burden of emotional overload in 
vulnerable families (Ourtime Foundation, 2017).  
Kidstime usually operates a health-based referral system, whereby families appropriate for the 
intervention are linked in to mental health support services. 
In one local authority in the UK, Kidstime operates through a school-based referral system. It is 
anticipated that this could improve collaboration between schools and relevant support 
services and widens the understanding and impact of support for this vulnerable group of 
children.  
The proposed study seeks to;  
1. Explore ‘Kidstime’ from the perspectives of the families and facilitators 
involved – what is the impact and how does this fit with the aims of Kidstime?  
2. To explore the knowledge, understanding and perceptions of school staff in 
relation to children of parents with mental health needs and support available.  
3. To develop ideas to support primary schools to support children of parents 
with mental health needs.  
What is involved:  
The study will take place from May 1st 2018. Beginning with phase 1. Phase 2 data collection 
may overlap with data collection in Phase 1. Data will be collected by trainee Educational 
Psychologist Danielle Ford, under the supervision of Shirley Larkin and Caroline Gallagher.  
Part 1: Approximately 5 children attending the Kidstime sessions will take part in a semi-
structured interview, including ‘draw and talk’ activities to act as stimuli for discussion. 
Questions/activities will focus on the activities experienced in Kidstime and the impact of 
Kidstime on various aspects of their lives including; wellbeing, self-concept, resilience, 
relationships, home life and school life.  
Approximately 5 parents attending the Kidstime sessions will take part in a semi-structured 
interview, following the same general themes as above (without school being included). 
Approximately 8 facilitators of Kidstime will take part in semi-structured interviews relating to 
the intended and actual impact of particular activities/sessions and the benefits and 
limitations of the school-based referral system. These facilitators may include Educational 
Psychologists, family support workers, learning mentors, art-therapists and psychotherapists.  
Part 2a: Ideas for future support will be developed alongside secondary school pupils of 
parents with a mental health need, who have been involved in the ‘who cares?” project, 
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developed by The Ourtime Foundation. Approximately 5 of these children will attend focus 
groups to help plan next steps for future support. 
Part 2b: Approximately 5 Special Educational Needs Coordinators (SENCos) and teachers will 
take part in interviews exploring their knowledge and understanding of children of parents 
with mental health needs, their knowledge of the Kidstime intervention and their knowledge 
of relevant approaches and support available for these children both in school and outside of 
school.    
Input from the focus groups, the information derived from phase 1 relating to the elements of 
Kidstime that have a positive impact as perceived by participants and facilitators, and the 
information from SENCOs in phase 2a will be drawn together by the researcher to contribute 
to ideas for future support.  
RESEARCH METHODS  
Part 1  
The data will be collected via the semi-structured interviews using the hierarchical focusing 
model. This model allows the researcher to determine the general direction of questioning 
whilst giving space for the interviewee’s perspective (Tomlinson, 1989). The five stages of this 
model involve; outlining the structure and content of the research domain, identifying a 
research focus, devising a hierarchical framework for the interview, carrying out the interview 
in an open-ended, non-directive way using the interviewee’s voice and finally transcribing and 
analysing. The interviews will be audio recorded. Audio recordings will be used to ensure 
accuracy and allow for transcription. These transcriptions will then be analysed qualitatively, 
using thematic analysis. 
Approximately 5 children will take part in a semi-structured interview and creative activities to 
act as stimuli for discussion. Questions/activities will focus on the activities experienced in 
Kidstime and the impact of Kidstime on various aspects of their lives including; wellbeing, self-
concept, resilience, relationships, home life and school. The interview will also include a 
structured dialogue around the art work and film that the children have created in the 
Kidstime sessions. This dialogue will involve open-ended questions about the task children 
were set in order to complete the art work and what they believe the art work 
shows/represents.  
Children aged 5-6 will take part in a simplified version of the semi-structured interview. 
Further details of this are included in the assessment of possible harm section and proposed 
questions are included at the bottom of this document.  
Approximately 5 parents will take part in a semi-structured interview, following the same 
general themes as above. Approximately 8 facilitators of Kidstime will take part in semi-
structured interviews relating to the intended and actual impact of particular 
activities/sessions, how this is perceived and measured, and the benefits and limitations of the 
school-based referral system.  
Part 2a 
Ideas for future support will be explored via focus groups based on the views and experiences 
of approximately 5 secondary school-aged pupils (all of whom are COPHMN) attending the 
‘Who Cares?’ project at a local community college. The focus group will aim to understand the 
needs and wants of this group and the support they receive in school in relation to their parent 
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experiencing mental health needs. Ideas arising in these focus groups will help to inform the 
planning of future support. 
Part 2b 
Approximately 5 Special Educational Needs Coordinators (SENCos) and teachers will take part 
in semi-structured interviews exploring their knowledge and understanding of children of 
parents with mental health needs, their knowledge of and views on the Kidstime intervention 
and their knowledge of relevant mental health education approaches and other support 
available for these children both in school and outside of school as well as their thoughts on 
mental health education in schools and perceived gaps in provision for these children. 
PARTICIPANTS  
Part 1  
All children (aged 5 -12 years) attending Kidstime sessions will be given the opportunity to 
participate in semi-structured interviews relating to their Kidstime experience. Parents of all 
children will receive a letter explaining the research and will be given the opportunity to give 
their consent for their child/children to take part. If parental consent is given, these children 
will be provided with information about the research in a child-friendly and age appropriate 
way and will be asked if they are willing to participate.  
These children will be informed of their rights as participants. The way in which this will be 
done is explained in more detail below, in the assessment of possible harm section. Up to 10 
children will be interviewed for this part of the research. In order to address confidentiality 
and anonymity issues when recruiting participants in this way I will ensure that I speak to 
prospective participants one to one to explain more about the project. I will talk to them about 
the level of anonymity they want in relation to taking part in the project and negotiate 
appropriate measures. For example; conducting interviews off site at a mutually convenient 
location or at a specific time of the participant’s choosing.  
Approximately 5 parents regularly attending Kidstime sessions will be selected via opportunity 
sampling to participate in semi-structured interviews. For the purposes of this research, 
regular attendance will be recognised as attendance at 3 or more sessions within a 3 month 
period.  
Up to 8 facilitators of Kidstime will be selected via opportunity sampling to take part in a semi-
structured interview relating to the intended and actual impact of particular 
activities/sessions, how this is perceived and measured, and the benefits and limitations of the 
school-based referral system.  
Part 2 
 
2a. For the focus groups, children (approximately 5) will be recruited from the “Who Cares?” 
project, running at a local, mainstream community college. This will happen in the same way 
as the children from the Kidstime workshops. The facilitator of the local ‘Who Cares?’ project 
will be provided with information by the researcher about the research. If the facilitator is 
willing to be involved in the research, parental consent will be sought for appropriate children, 
and then children will be approached to give them more information about the research and 
to ask them if they would be willing to participate.  
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2b. Special Educational Needs Coordinators (SENCos) and teachers from schools across the city 
(approximately 5) will be selected to take part in a semi-structured interview. SENCos will be 
contacted by the researcher, through the link Educational Psychologists within the Southbridge 
Psychology Service. SENCos will be provided with information about the research and will be 
given the opportunity to discuss this further if needed. Of those who express an interest to 
participate, 10 will be selected to take part.  
THE VOLUNTARY NATURE OF PARTICIPATION  
Part 1 
Participants will be recruited by the researcher during Kidstime sessions. An information and 
consent form will be provided to parents and children who are interested in taking part. At the 
beginning or end of one of the Kidstime sessions, the researcher will briefly explain the nature 
of the research and offer an information form to any who are interested. They can then look 
through the information in their own time and make an informed decision. It will also be 
stated that if any participant (including children) requires help to understand the information, 
this can be provided by the researcher. Prospective participants will also be told that they can 
speak with a Kidstime facilitator for more information about the research. Prospective 
participants will be told explicitly (on the information sheet) that non-participation in the 
research will not affect the Kidstime attendees in any way and will be reassured of this by the 
research and facilitators if they express concerns. The researcher will also receive feedback 
from Kidstime facilitators about their opinions on whether or not particular Kidstime 
participants are as willing to participate as they may say they are, and will seek to ensure all 
participants understand their rights as participants. The researcher will also receive feedback 
from facilitators if they express concerns over the research having a negative impact on 
particular participants, and seek to address this through sensitive discussion with the 
participant concerned.  
Active consent will be gained from parents, after additional discussions with the researcher if 
necessary, through the signing of the consent form by both the parent and child. The letter will 
inform parents that the identity of all participants will be confidential, and that the data will 
remain anonymous. The letter will explain that Identity will only be revealed if a child 
protection issue arises. Equally, if the parent discloses information relating to illegal activity or 
safeguarding, the letter will explain that anonymity cannot be maintained. This is explained in 
simpler terms in the information form parents will receive. The consent form will also gain 
consent for the child to be discussed with relevant staff at their child’s school (teacher and 
SENCo), with reference to their referral to Kidstime and subsequent functioning in school (for 
phase 2).  
The beginning of the interview will include an informal discussion with the child about the 
purpose and nature of the study and they will be told that they do not have to participate if 
they don’t want to. The researcher will ensure (as best as possible) that the child understands 
the voluntary nature of their participation, explaining that they are free to leave at any time or 
not take part at all and that this will not affect them in any way. The researcher will remain 
mindful of the power imbalance in research, and if they feel a participant is uncomfortable 
with participating, they will offer the opportunity to stop, by reminding them of their rights as 
participants in an age appropriate way. With the parent and facilitator interviews, there will be 
a short script reminding them of the voluntary nature of participation, processes around 
confidentiality and anonymity, the right to withdraw at any time and the right to withdraw 
data before this data has been made anonymous to the researcher.  
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Part 2 
Participants will be recruited by the researcher through discussion with educational 
psychologist colleagues linked to schools in the city. Educational Psychologists will be provided 
with information sheets for SENCos in schools. Participants for the focus groups to develop 
ideas for future support will be selected from the ‘Who Cares?’ workshops running at a local 
mainstream secondary school (community college). This project is run by Ourtime foundation 
and is aimed at supporting children of parents with mental health needs. Staff involved in the 
project will be provided with information sheets about the research. Active parental consent 
will be gained via a consent form, which the children themselves will also be asked to sign if 
they are willing to take part. The beginning of the focus group will include an informal 
discussion with the children about the purpose and nature of the study and they will be told 
and reassured that they do not have to participate if they don’t want to, explaining that it will 
not affect them in any way.  
 THE INFORMED NATURE OF PARTICIPATION  
Part 1 
Information about the research will be provided to parents prior to themselves and/or their 
children completing the interview. Active consent will be gained from parents via the return of 
a signed consent form attached to the information letter. The letter will inform parents that 
their child’s identity will be confidential, and the data will remain anonymous. Identity will only 
be revealed if a child protection or safeguarding issue arises. 
I will check that children are happy to participate in the research after parental consent has 
been given, by explaining in child-friendly terms what the research is about and asking them if 
they are willing to continue. Anonymity, confidentiality and safeguarding will be explained to 
children via a brief read to each child before the interview / discussion. These topics will be 
explained to the children in a child-friendly way and children will be asked at regular 
interviews throughout the discussion if they are happy to continue. I will also ensure that all 
children are aware of their rights, as outlined below, again in a child-friendly and age-
appropriate way. I will explain to children that just because their parent has said they can 
participate, that it doesn’t mean they have to. much as possible, the researcher will ensure 
that the participants involved in the research feel they are equal to the researcher, by 
explaining to the children that their participation is entirely up to them and that they can leave 
at any time. If children express that they are happy to participate, and this seems genuine, The 
child will then be asked to sign their name on a consent form. 
 
Written into the beginning of all interviews will be a script detailing information about the 
nature and purpose of the study. This script will be adapted for children to promote 
understanding. The researcher will ensure (as best as possible) that all participants 
understands the voluntary nature of their participation, as well as the processes and 
procedures in relation to their rights as participants (described previously). 
Willingness to participate/Non-verbal signs and cues from children will also be monitored by 
the researcher, and if there is an indication that the child may be reluctant to engage, or they 
become less enthusiastic, children will be reminded that they can leave at any time and that 
this will be respected. 
As the researcher has had previous contact with some of the Kidstime participants and 
facilitators, The researcher will be mindful of the need to remind participants during the 
interviews and particular sessions of the researchers role within that session and interview, to 
ensure participants are fully aware. 
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Interviews/ discussions with the children in relation to this research will take place in a quiet, 
private room during one of the Kidstime workshop sessions. 
Part 2 
At the beginning of the interviews, participants will be read a script reminding them of the 
nature and purposes of the study, as well as reminding them of their rights as participants 
(described previously). 
With regard to the focus groups, information about the research will be provided to parents 
prior to their children completing the interview. Active consent will be gained from parents via 
the return of a signed consent form attached to the information letter. The letter will inform 
parents that their child’s identity will be confidential, and the data will remain anonymous. 
Identity will only be revealed if a child protection or safeguarding issue arises. 
Before the focus groups, children will also be reminded of the nature and purpose of the 
study, alongside a reminder of their rights as research participants. Children in the focus 
groups will be informed that anything they discuss in the focus groups must be kept 
confidential  
ASSESSMENT OF POSSIBLE HARM  
It is important to recognise that this group of participants will be recruited from a small 
population and hence confidentiality will be even more important to consider at all points of 
the research including the write-up. This population is also a vulnerable group, particularly 
some of the younger children and hence I will be continuously mindful of this and will adapt 
my approach as necessary, handling all aspects of the research sensitively.  
I recognise that due to the vulnerable nature of these children and adults, they may be more 
susceptible to stress that may come about as part of the research process. In order to 
minimise the risk of harm to participants, I have sought to ensure that questions are carefully 
worded and do not aim to directly explore difficult experiences and hence participants should 
not feel they must talk about such experiences. Instead, the questions predominantly focus on 
the Kidstime workshops and the impact of Kidstime, keeping a distance from deeply personal 
issues. For all participants, if consent is given, participants will be asked about their wishes 
regarding anonymity. If a participant is willing to be interviewed within a Kidstime session, a 
time and quiet space can be negotiated. No aspect of the research will be discussed outside of 
this room. If a participant would like complete anonymity – e.g. they do not want anyone to 
know they are taking part at all, or ask questions about why they are going to a different room, 
then a home visit or different location can be negotiated with the participant, as explained 
above.  
There is a risk of harm to the researcher when conducting interviews in an unfamiliar and 
unpredictable environment such as in the participant’s home. The researcher will ensure their 
own safety for interviews conducted in family homes by using a ‘buddy system’, informing 
someone of their whereabouts, detailing how long they should be, and asking the person to 
call at a particular time to check in with them. If the researcher does not call back by the 
agreed time, the ‘buddy’ will be asked to call a member of the Kidstime staff to check in on the 
researcher. The researcher will ask the participant prior to a home visit about anything that 
may pose a risk to the researcher, for example aggressive pets. Ways in which to minimise the 
risk of harm to the researcher will then be negotiated with the participant.  
All interviews will take place in a private room, negotiated with participants, away from the 
rest of the Kidstime participants to ensure that confidentiality is maintained. In some 
circumstances, it may be negotiated that interviews will take place at a different location or 
the family home, depending on what the participant feels would be most appropriate. 
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Kidstime is an after-school workshop that runs in to the evening, and hence participants who 
do not want to miss out on any aspect of the Kidstime sessions will not be able to be 
interviewed immediately before or after due to time and room restrictions. If this is the case, a 
quiet, private space can be negotiated for the interview to take place. If anyone enters the 
room in which the participant is being interviewed, the researcher will stop the discussion until 
privacy resumes.  
There is a risk of psychological harm if there is a breach of confidentiality. The participants will 
be informed that no aspect of the interview will be discussed with anyone else and it will be 
reiterated that this is an independent piece of research that is unrelated to the Ourtime 
foundation. As a researcher I will therefore ensure that all audio recordings are handled safely 
and sensitively and are kept secure. Names of participants will not be mentioned unless a 
safeguarding issue arises and all documentation referring to the participant will be given a 
code once transcription is complete. If any safeguarding issues arise as a result of these 
discussions, this will be dealt with in line with confidentiality protocols, whereby 
confidentiality must be broken to ensure the safety of the participant. These safeguarding 
concerns will be reported to the relevant professionals and children will be informed in an age-
appropriate way what is happening and why.  
I aim to take a number of measures to ensure that all children can participate in the project 
safely. These measures will be adapted for different ages. During the interview / discussion, If 
children do not feel confident to voice an answer in response to any question, or simply do not 
want to, it will be explained that they can use the visuals (smiley faces) to give a response, or 
they can skip the question. All children will have visuals to enable them to respond the 
questions without having to say very much if they wish. Younger children (5-6 years) will have 
a slightly different set of questions in line with their age. Instead of particular questions about 
elements of Kidstime, younger children will be given the opportunity to complete a picture of 
their favourite part of Kidstime and discuss their drawing with the researcher if they wish to. 
The researcher will ensure that research with children takes no longer than 30 minutes 
(including drawing time for younger children). At the end of the discussion children will be 
asked if there is anything else in relation to Kidstime that they wish to discuss as part of the 
research. Children will then be debriefed, thanking them for their time and reminding them of 
their rights as participants. At this time it will be checked that children are happy with 
everything that they have said, and they will be given the opportunity to withdraw anything 
they wish they hadn’t said. If any safeguarding issues arise as a result of these discussions, this 
will be dealt with in line with confidentiality protocols, whereby confidentiality must be broken 
to ensure the safety of the participant. These safeguarding concerns will be reported to the 
relevant professionals and children will be informed in an age-appropriate way what is 
happening and why.  
Another possible risk is that the content of the interviews may evoke some emotional distress 
for certain participants. To minimise the risk of this, the questions in the interviews and 
themes in the focus groups will focus on the Kidstime sessions/Who Cares? Project 
predominantly, and will not involve direct questions about the specific details of mental health 
problems/parental mental health problems. I do however recognise that such themes may 
arise indirectly, as a result of these discussions. The researcher is a doctoral trainee 
educational psychologist with experience and training in dealing with emotional distress, in the 
unlikely event that this should occur and can signpost the most appropriate support services if 
necessary, depending on the nature of the issue. For example, mental health services, 
domestic violence services, family support services, social services. If any participants are 
emotionally affected by any of the questions, they will be asked if they would like to stop the 
interview completely, or try again at another time. If participants experience significant 
distress, the researcher will respond to the participants needs. This may involve spending time 
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talking with the participant, calming the participant and exploring the support network around 
the participant to determine whether they have appropriate support to manage their distress. 
Relevant support services will be signposted as necessary. There are trained therapists, 
psychologists and family workers present at Kidstime sessions who would also be able to offer 
support if necessary. The researcher has enhanced DBS clearance through the university.  
The interviews and focus groups may include some children with special educational needs 
(SEN). As the researcher is trained in working with these children, they can be mindful of the 
child’s needs during the interview / focus group and adapt their approach as necessary. The 
interviews will also include parents with mental health needs of varying degrees. The 
researcher will therefore use their training and professional judgement to minimise any 
distress to the research participants. The researcher will ensure that participants are 
comfortable and willing to continue throughout the interview by occasionally checking, and 
will terminate the interview at this time if this is not the case.  
All participants will be debriefed after the interview in an age-appropriate way to ensure 
participants feel comfortable with what they have discussed and to remind them of their rights 
as participants. Participants will be reassured of their anonymity and reminded of the 
confidentiality agreement as well as their right to withdraw any data. My contact details are at 
the bottom of the letter originally sent to the participants, but will be given again if needed.  
DATA PROTECTION AND STORAGE  
Voice data will be recorded on a dictaphone and stored in a locked cabinet. Voice data will 
only be kept for the purposes of transcription and will be stored on a password protected 
computer and an encrypted memory stick. This will be backed up on a secure server – 
University U drive. The audio recordings will be deleted once transcription is completed. 
Transcriptions will not have any identifiable personal data attached and will be saved on a 
password protected computer, in a password protected folder as well as on an encrypted 
memory stick. Transcription documents will be deleted once the research has been completed.  
All research will be presented in an anonymised form. In the final write-up of the research, 
anonymity will be further ensured by using a pseudonym for the local authority with which the 
research is concerned.  
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Appendix K 
Letter to parents attending the Kidstime workshops 
Danielle Ford (DEdPsychology) 
University of Exeter  
St Lukes Campus 
Heavitree 
Exeter 
Devon 
EX1 2LU 
Dear Parents/Carers 
My name is Danielle Ford, a trainee educational psychologist from the University of Exeter. I also work 
with the multi-agency support team (MAST) in Southbridge. I am about to begin some research for my 
doctoral thesis about the Kidstime workshops that you attend with your child/children and I would really 
like you to be involved.   
The research will explore the experiences of families and staff at Kidstime. I will also seek views of 
school staff about support more generally for supporting parental mental illness. The aim is to generate 
ideas for future support for primary schools.  
What happens if I take part? 
We will have a 30-40 minute, one to one discussion about your experiences of Kidstime. I will have a 
separate 20-30-minute discussion with your child/children about their experiences. There is also the 
possibility that I will have a separate discussion with your child/children’s teacher about their opinion of 
the impact of Kidstime on your child/children and about the Kidstime workshops. I will also be speaking 
to other teachers and school staff in various schools more generally about what support is available for 
children who experience parental mental illness. 
All of the information gathered will be kept confidential and the identity of yourself and your child will 
not be included in the write-up of my research. In the unlikely event that I am worried about the safety of 
yourself and your child, I will need to pass this information on to people that can help. Our discussions 
will be recorded, so they are able to be written up, but will then be deleted. If you decide you would like 
to take part, but then change your mind, records from our discussions can be destroyed until the point that 
the information has been anonymised. 
The findings from this research will be written up for my doctoral thesis and may be put forward for 
further publication in an academic journal. No personal information will be included in these 
publications. This research study has been approved by the University of Exeter ethics committee and 
complies with the HCPC and BPS Standards of Ethics.  
I would really value and appreciate your participation in this research, as I believe it could help improve 
the support offered to children and families in the future.  
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If you are happy to be involved please complete the consent slip below and return to me. If you would 
like more information about this research, please feel free to ask. You can also send me an e-mail: 
Df322@exeter.ac.uk. 
Many Thanks,  
Danielle Ford 
-------------------------------------------------------------------------------------------------------------------------- 
Consent Slip  
 
Please return this consent slip if you would like to be involved in the research explained above. If 
you would like your child to also be involved, please fill in both sections of the consent slip below. 
The child’s permission will also be asked for, once your permission has been given.  
I _______________________ consent to participate in the above research relating to my participation in 
the Kidstime workshops as outlined in the letter received.  
Signed: 
I consent for my child/children __________________________ to participate in the above research 
relating to their participation in the Kidstime workshops as outlined in the letter received.  
Signed:  
-------------------------------------------------------------------------------------------------------------------------- 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 216 
Appendix L 
Table to show overarching global themes derived from the themes relating to 
the sets of phase 1 interviews (parents, children and facilitator groups)  
 
‘C’ subthemes refer to themes derived from children’s group, ‘P’ subthemes 
refer to those resulting from the parent group and ‘F’ subthemes refer to those 
derived resulting from the facilitator group.  
Global Theme Group themes 
G1 – Aims and Impact  
 
 
 
 
 
C1 Theme: positive impact of Kidstime on 
parents 
C2 Theme: positive impact of KT on children 
P1 Theme: Positive Benefits to Adults 
P2 Theme: Positive Benefits to Child 
P3 Theme: Adult Expectations of Kidstime 
F1 Theme: Perception of Kidstime Aims and 
implementation 
F2 Theme: Impact on families 
G2 - Barriers to support 
 
F4 Theme: Barriers 
P5: Theme: Ongoing difficulties 
G3 - Nature of referral context 
 
P4 Theme: Effective referral process 
F3 Referral process 
G4 - Need for extended 
support / future 
 
C3 Theme: Need for extended support 
P5 Theme: Ongoing difficulties 
F5 Future 
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Appendix M 
Letter to parents and consent forms for secondary-school-aged children  
 
Danielle Ford (DEdPsychology) 
University of Exeter  
St Lukes Campus 
Heavitree 
Exeter 
Devon 
EX1 2LU 
Dear Parents/Carers, 
My name is Danielle Ford, a trainee educational psychologist from the University of Exeter, working 
with the multi-agency support team (MAST) in Southbridge. I am doing some research about mental 
health and illness in families and I would really appreciate your child’s participation. Part of my research 
involves exploring the support and education that children receive in school about mental health and 
illness. 
What happens if my child takes part? 
Your child will be part of a small discussion group with a few other children in their school, where we 
will talk about how they are supported at school in relation to their experiences of mental health and 
illness in their family. I am hoping that the children will come up with some ideas about what they have 
found most helpful in school, and think about how these ideas might be adapted to suit younger children 
in primary schools.  
The information gathered will be kept confidential and the identity of your child will not be included in 
the write-up of my research. In the unlikely event that I am worried about the safety of your child, I will 
need to pass this information on to people that can help. Our discussion will be audio recorded, so it can 
be written up, but will then be deleted. 
 
What happens if I change my mind?  
You can withdraw your child from the discussion group. I will also speak with your child about the 
research and discussion group before it is arranged, so they can decide if they want to take part. 
The findings from this research will be written up for my doctoral thesis, and may be put forward for 
further publication in an academic journal. No personal information will be included in these 
publications. This research study has been approved by the University of Exeter ethics committee and 
complies with the HCPC and BPS Standards of Ethics.  
I would really value and appreciate your child’s participation in this research, as I believe it could help 
improve the support offered to children and families in schools in the future.  
If you are happy for your child to be involved please complete the consent slip below and return to 
_________________. If you would like more information about this research, please feel free to send me 
an e-mail: Df322@exeter.ac.uk. 
 
Many Thanks,  
 
Danielle Ford 
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-------------------------------------------------------------------------------------------------------------------------- 
 
Consent Slip  
 
Please return this consent slip if you are happy for your child to be involved in the research 
outlined above. Your child’s permission will be sought in addition to this, once parental permission 
has been given.  
I consent for my child __________________________ to participate in the above research relating to the 
support and education they receive in school about mental health and illness in families. 
 
Signed: ……………………………………….. 
-------------------------------------------------------------------------------------------------------------------------- 
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Appendix N 
Consent forms for secondary school children 
 
---------------------------------------------------------------------------------------------------------- 
 
 
I ______________ agree to take part in a group discussion about the research on the ‘Who Cares?’ 
project and the help available in school around mental illness. I understand that I can leave the discussion 
at any point. I am okay with the group discussion being filmed until our discussion has been written up. I 
am aware of confidentiality and will keep all the information I hear confidential. I understand that if I 
have any questions about the research after I have taken part, I can ask Mrs *****.  
 
Signed _______________________________________ 
---------------------------------------------------------------------------------------------------------- 
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Appendix O 
Letter to SENCOs 
 
Danielle Ford 
**************  
*********** 
Southbridge 
***** 
****** 
 
Dear Special Educational Needs Coordinators  
 
Re: Research – Supporting children of parents with mental illness 
 
My name is Danielle Ford, a trainee educational psychologist from the University of Exeter, working 
with the multi-agency support team (MAST) in Southbridge. I am currently undertaking some research 
relating to the support available to children of parents with mental illness, with a view to increasing 
understanding and support in relation to this vulnerable group. Phase one of my research focused on the 
‘Kidstime’ workshops, which is a psychoeducational and support intervention for children and families 
where the parents have a mental illness. This phase sought to recognise the impact of this intervention on 
the attendees.  
This current phase of my research aims to;  
à Explore the views of school staff in relation to the needs and experiences of children of parents 
with mental illness 
àGain their views on mental health education and support in schools 
àExplore barriers to support 
I am hoping to speak with school SENCos to gain information in relation to the above aims. This will 
take the form of a semi-structured interview, lasting no longer than an hour, at a convenient time and 
location.  
Information given as part of the discussions mentioned above will be treated with the strictest confidence 
and identities will be anonymised as part of the research process and write-up. In the unlikely event that a 
safeguarding issue arises, this will be passed on to the relevant professionals, depending on the nature of 
the safeguarding concern. Discussions will be recorded, so they are able to be written up (in anonymised 
form). After this has been done, these audio recordings will be deleted. If you decide you would like to 
participate, but then change your mind, records from any discussions had can be discarded up until the 
point that the information from these discussions has been anonymised. 
Your participation in this research would be very valuable and much appreciated and could help improve 
the support offered to children and families in the future. If you have any questions about this research, 
please do not hesitate to contact me using the e-mail address below. If you are happy to participate please 
complete the consent slip below and return to myself. My e-mail address is Df322@exeter.ac.uk. 
Alternatively, please send completed consent forms to the address at the top right-hand side of this letter. 
 
Many Thanks,  
Danielle Ford 
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-------------------------------------------------------------------------------------------------------------------------- 
 
Consent Slip - SENCo 
 
I  __________________________consent to participate in the research outlined above relating to 
knowledge, awareness and support available in schools for children of parents with mental illness. 
 
Signed: 
-------------------------------------------------------------------------------------------------------------------------- 
 
 
 
 
 
 
 
 
 
 
